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Pelouze on Gonorrhea in the Male 


Published scarcely three months, this work has set a new pace. Coupon after coupon, 
letter after letter, order after order—our production department is kept on the jump to 
supply the demand. Have you placed your order? 


Dr. Pelouze has struck out into new channels. He avoids the formal style and presents instead a 
simple, outspoken presentation of gonorrhea as he has met it in practice. He sweeps aside all 
confusion and gives a clear statement of how to diagnose, how to treat, and how to prevent this 
prevalent disease. Years of experience are summed up and presented in simple language, un- 
cramped by any desire to conform to academic precedent. It is a book for the practitioner— 
from title to index! 


Pathology, susceptibility, mode of infection, incubation, symptoms and causes of symptoms, 
clinical course and complications—these are first given. Then Dr. Pelouze goes into a very defi- 
nite discussion of treatment, hygiene, oral medication, vaccines, prostatic massage, evidences of 
cure, and many other important phases of the subject which are of immediate interest to the 
general practitioner. 

It is a book of facts arranged with but one thought in mind—the diagnosis and treatment of this 
prevalent disease. Irrelevant statements find no place. Methods of procedure are clearly laid down. 











Gonococcal Urethritis in the Male. For the Practitioner. By P. S. PreLtovuze, M.D., Associate in Urology and Assistant Genito- 
Urinary Surgeon, University of Pennsylvania. Octavo of 351 pages, illustrated. Cloth, $5.00 net. 


W. B. SAUNDERS COMPANY Philadelphia and London 


Entered at the Postoffice at Boston as Second Class Matter 
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Che Massachusetts Medical Soriety 


THE ANNUAL DINNER 
Wednesday Afternoon, June 6, 1928 


HE Annual Dinner of the Massachusetts 

Medical Society was held in the Ball Room 

of the Hotel Baneroft, Worcester, Massachusetts, 
at two o’clock, President Birnie presiding. 


PresIpDENT Birnie: The last time that the 
Massachusetts Medical Society met in Worcester 
was in 1851. There are several of our members 
who were alive at that time, but none, I be- 
lieve, who had entered on the study of medicine. 
Our records show, as stated in Dr. Burrage’s ex- 
cellent book, that at that meeting in Worcester, 
351 sat down at the annual dinner—351. That 
matches up pretty well with what we have 
turned out today, with a much larger number 
of doctors in the Society; also, remember the 
transportation facilities were not as good in 
those days as they are at present. It further 
states that those 350 doctors ate in Flagg’s Hall. 
I am not quite sure where Flagg’s Hall was 
situated, but possibly our first speaker can en- 
lighten us on that point, and I take great pleas- 
ure in introducing to you the Honorable Michael 
J. O’Hara, Mayor of the City of Worcester. 
(The audience arose and applauded.) 


Hon. Micuart J. O’Hara: Mr. Toastmaster, 
Members of the Massachusetts Medical Society, 
and Guests: I bring to you the greetings and 
good wishes of the city, and I extend to you all 
a most cordial welcome to Worcester. You heard 
the Toastmaster say possibly I could tell you 
where Flagg’s Hall was, but I wasn’t born in 
those days—perhaps Dr. Woodward can tell you 
later. (Laughter.) I understand your Society 
met here in convention seventy-seven years ago. 


I am going to be a little careful what I say 
today because I don’t know whether I am on 
the air or not, and I see this young lady here 
with that little machine taking down what I 
am saying. I am usually very careful what I 
say on those occasions. 


What a wonderful change there has been in 
the last seventy-seven years. You know even 
when I was a boy (that is not as far back as 
that) the physician, to be dignified, had to have 
whiskers, and now you look almost as good as 
clergymen. I remember as a boy we used to 
have an old doctor here, Dr. Hubbard, I think 
they called him, who used to drive around the 





South end of the city where I lived ‘‘lickety 
split.’’ He would have two five-gallon jugs in 
that wagon of his, and they were filled with medi- 
cine. If one didn’t cure you, the other would; you 
could have your choice. He would leave a gallon 
at a time. What a change in seventy-seven 
years! Now there are no five-gallon jugs; they 
are all gone. The doctors give powders and 
tablets instead of liquid refreshments. 

Of course, medical science has improved in 
seventy-seven years. They do things differently 
today than what they did then. One of our 
farmer citizens of Worcester went across the 
water a few days ago. He came back and told 
this story of what he had seen in Ireland. He 
had been visiting around through the country. 
He said he saw a place there with pigs around. 
He said they ran through the house and into the 
kitchen. (They used to do that here years ago.) 
He said the parson came one day and he said, 
‘*Pat, I should think it would be very unhealthy 
here with those pigs around the kitchen.’’ 

Pat said, ‘‘There aren’t two healthier pigs 
in this country.’’ (Laughter.) 

Then I heard Plymouth physicians a few years 
ago discuss the merits of their medicine. One 
of them told how a dog was running across the 
railroad track one day. He said that a train 
came along and the engine hit him on the tail 
and cut it off. He said, ‘‘I put a little of' my 
medicine on that dog’s tail and a new tail grew 
on.”’ 

The other doctor said, ‘‘Why that’s nothing; 
that same thing happened to a dog that I knew 
of and I put a little medicine on the tail and a 
new dog grew out.’’ 

Now, of course, the surgeons have changed 
all that. They don’t have to put medicine on; 
they take the knives and ecut things off 
and it grows on itself. I heard an eminent 
physician here during the cancer week tell a 
story of his own family. He said he was going 
to Europe, and to be sure that his son didn’t 
take sick while he was across the water, he 
operated on him for appendicitis. He said he 
cut the appendix out, and he was all right 
in a week and he went off to Europe with 
him. That is the way they do things now. 

I am glad to have you come here to Worcester, 
even after that lapse of seventy-seven years, be- 
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cause Worcester, as you know, is one of the 
greatest cities in this country—the greatest in- 
dustrial city in the country not on the water 
front. Many of the famous statesmen, soldiers 
and physicians were born here in Wor- 
cester County. Artemas Ward, in command of 
the Continental Army for George Washington, 
was born here. The doctor that discovered ether 
was born in Worcester County. The sewing 
machine was invented here, and the spring bed 
was invented in Worcester County—what a great 
boon that has been to some of you physicians. 


So we are proud of Worcester County. We 
are glad to have you come here and we want 
you to come again. 


I again extend to you the hospitality of the 
city. I hope your stay will be one of pleasure 
and one of profit, and come to see us often. 
Thank you. (Applause.) 


PRESIDENT BirNIE: The physicians of Massa- 
chusetts have always been interested in the prob- 
lem of cancer. You all know that we have been 
through a rather strenuous week not very long 
ago with meetings for the laity and for the 
physicians. We not only have endeavored to tell 
others in regard to cancer, but we have tried 
to learn something of the problems ourselves. 
We should be justly proud in this state because 
we have the first state-owned hospital for cancer 
in the United States. We should be leaders (we 
have the equipment) in regard to the public 
eare of cancer. 

In order that we might learn a little more 
about it, our next speaker has consented to come 
on here and tell us some of the things which 
he knows, and he probably knows more about 
cancer than any man in the world. Many of 
you own his book or know of his book on tumors. 
You may not know that he is Director of the 
Memorial Hospital in New York, the largest can- 
cer hospital in the United States, if not in the 
world. Dr. James Ewing. (The audience arose 
and applauded. ) 


Dr. JAMES Ewine: President Birnie and 
Members of the Massachusetts Medical Society, 
Ladies and Gentlemen: If you were brought 
up in the wilds of New York, there is a distinct 
spiritual elevation in a trip to Worcester. We 
get close to the ambitions of Yale; we go by New 
Haven; we go by the premises of Amherst Col- 
lege, and we go a long way toward the physical 
prowess of Harvard, and land in Worcester, at 
the Thomas Clark University. I wish to ac- 
knowledge that I have felt that spiritual eleva- 
tion and am very pleased indeed to be here. 

Of course no medical meeting, I suppose, is 
complete without some reference to this great 
unsolved or unsolvable problem of cancer, but 
I suppose that many of you have been hoping 
that you would be freed from contact with that 
question at this particular meeting. You are 





not so fortunate. Your President and others 


have seen fit to thrust this question bodily into 


your deliberations, and I have been given the : 


honor of presenting it to you. However, in 
talking to Massachusetts doctors about cancer 

I feel that my first duty, and perhaps the only 
one that I need discharge, is to congratulate you 
on being the leaders in this modern movement 
of recognizing the importance of this disease and 
the complexity of the problem of its contro}. 

All this, too, has been brought about in the 
period of a few years. 

It is only about ten or twelve years ago that 
Boston furnished the first president of the Am- 
erican Cancer Control Society and also suggested 
the very apt name, ‘‘The Control Society,” 
Physicians and health officials of the state felt 
in those days that it would be unwise to say 
anything to the public about cancer for fear they 
would frighten them, give them cancerphobia, 
or that they might offend them and it would 
be extremely unwise to take on any campaign 
in public education. It reminds me of the 
story of a retail clothing firm that was losing 
its customers, apparently due to the very vigor- 
ous letters which the junior partner wrote to 
some of the delinquent debtors. The senior mem- 
ber called him down and said, ‘‘ Mose, you must 
not write these letters to our people or we will 
lose all our customers. You go upstairs and 
write a letter in decent language and bring it 
down and let me see it.’’ 

In about an hour and a half Mose came down 
and presented the letter. The senior partner 
looked it over and said, ‘‘That is pretty good, 
Mose; that is almost as good as the letters I 
write; it is first rate, but Mose, your spelling 
is bad. There is only one ‘s’ in ‘lousy,’ 
‘Crook’ is spelled with a ‘ec,’ and there is no 
‘e’ in ‘bastard.’ ”’ 

The language used in putting over the 
methods employed in this cancer program 
had to be chosen with considerable care. I think 
not too much was said, and what was said, was 
said sanely. The organization for spreading the 
knowledge of the early symptoms of cancer 
to the public was up to date and modern and 
conservative. The proper parties, organizations 
of the different states, the medical societies, were 
all employed, and as a result of ten years’ cam-— 
paign, I think we may say that in almost every 
civilized community of America (I don’t mean 
to infer that there are any that are not) they 
have had this message of the early signs of the 
major forms of cancer and know that in early 
diagnosis lies the only hope of cure. 

Massachusetts has taken a foremost position 
in all this campaign of education. In faet, 
Massachusetts was one of the first of the states 
to break off from the parent Central National 
Society and establish its own effective state or- 
ganization. You had this cancer week recently 
and have shown what can be done in that field. 


I suppose that every available mettiod of ad- 
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vertising and distributing information has been 
employed throughout the country to accomplish 
this end. I know that the subject is no longer 
taboo; it is discussed at women ’s clubs, at Sun- 
day schools, in the newspapers, in weeklies, in 
the magazines. Advertising space worth hun- 
dreds of dollars and selling for hundreds of 
thousands of dollars is given to us daily to carry 
out the information as far as it can go, and on 
the whole, the campaign of public education has 
gone pretty well. 

Another error arose, however, in the develop- 
ment’ of the campaign of public education. 
Fifteen years ago it was suggested quietly and 
almost secretly that it was the duty of the 
health boards to interest themselves in this prob- 
lem as a phase of public health. The idea was 
immediately rejected. However, all that has 
changed in the past few years. The health 
boards have come to see the light. In fact, I may 
say that having accomplished the Herculean task 
of arousing the interest of health boards in the 
problem of cancer, those of us who started the 
movement, or were in at the beginning, might 
well sit down and say that we had accomplished 
our hope. How it was done I will leave to your 
able, distinguished, close-thinking and very hu- 
morous health officer, Dr. Bigelow. However, I 
wish to congratulate the state of Massachusetts 
on taking a firm step in this matter, a pioneer 
step, under the direction of Dr. Bigelow. I 
notice that other states have followed suit, or 
endeavored to get in on the ground first, Penn- 
sylvania, for instance, and even New Jersey, I 
understand, is looking up. And so it goes. 

It is of very great significance in the move- 
ment for cancer propaganda that the health 
boards should engage their organized forces in 
the distribution of information, gathering of sta- 
tistics, caring for the fate of the cancer pa- 
tient, and I feel that it is going to result in a 
very great improvement in the general public 
intelligence regarding the subject of cancer. 

Having educated the public, another new idea 
came down upon those who were interested in 

_this cancer control question. It was a big idea. 
It reminds me of a story. Two Irishmen hadn’t 
met for a long while. They encountered one an- 
other in the street. Pat said to Mike, ‘‘Mike, 
I understand you are at work again.’’ 

“Oh, yes, I am at work again.’’ 

“Well, Mike, tell me what you might be do- 
ing.’’ 

“Oh, I am a taxidermist.’’ 

‘ vA taxidermist are you? What might that 
e?’ 

**Oh, I takes the skins off animals and stuffs 
them and makes them look like live animals.’’ 

“Oh, so so. Well, Mike, in your travels do 
you ever come across an animal called the 
skunk.’’ 

“Oh, yes, I see a skunk once in a while.’’ 

‘Mike, the next time you see a skunk, will 





you ask him for me, what is the big idea?’’ 
(Laughter. ) 

Well, thé new, big idea in cancer was some- 
thing which was not altogether agreeable. It 
was distinctly offensive to a good many people. 
It was the idea of service. Having educated the 
public to come early, the question immediately 
arose, What are you going to do with them after 
you get them? That raised the question, What 
is the state of the cancer patient? There are a 
good many replies to this proposition of the Can- 
cer Control Society of whether the state society 
should take up the question of the service. 
Well, that is not the business of an organized 
association of this sort; the doctors will take 
eare of that. They resent any interference 
with established privileges or usage. Well, the 
doctors are taking care of it. The doctors of 
Massachusetts, for instance, are undertaking to 
take some,care of it, and one of the first things 
you have done has been to establish a state hos- 
pital, which is an acknowledgment that the pres- 
ent state of the cancer patient is not satisfactory ; 
he doesn’t always get a square deal. There are 
not enough hospital facilities to care for him. 
Cancer is a difficult question, and the state 
must take up the question of service. Having 
educated the publie to come early, then they 
must take care of them in a proper way. Clini- 
eal efficiency—that is the idea. 


The main point I have to make, if you will 
permit me, is that today cancer is a specialty. 
If you don’t believe it, how do you account for 
the fact that two of America’s ablest surgeons 
have been willing to devote the major portion 
of their very extensive energies to a minor field 
in the eancer problem—brain tumors? As a 
matter of fact, you look around the country and 
you find a good many men, surgeons and others, 
who are really cancer specialists. Cancer has 
been recognized as a specialty almost before you 
knew it, and in my opinion it has got to be 
recognized still more as a specialty. It has got 
to be specialized all down the line. 


Diagnosis is a specialty. I speak from expe- 
rience of many years in the microscopic and 
gross diagnosis of tumors. I ean tell you this 
is a big job. Hardly a week goes by 
that I don’t see something that I can’t explain. 
I can’t tell whether to amputate, radiate, or use a 
warm poultice. I have never seen the disease 
before. Descriptive pathology has not done its 
work even in the simplest description of neo- 
plastic diseases. This great group of diseases 
that we call cancer for short is about as numer- 
ous as all the diseases outside the field. It re- 
quires specialists to understand it and determine 
the indications for treatment. 


As a result of a campaign for education, ear- 
ried on largely. through the publication of a book 
which your President has kindly mentioned, I 
have become the arbiter of a number of different 
diagnoses in the different parts of the country. 
I arbitrate mostly the question of technique. The 
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main difficulty in diagnosis is because the 
sections sent to me are prepared by faulty 
technique. There are so few laboratories, 
outside of universities, and some of them 
are not good, that can make decent sections, 
and my chief difficulty is guessing what the na- 
ture of the tumor is in a miserably stained speci- 
men. Hence, I believe the state of Massachu- 
setts is doing right in establishing a center or 
bureau where proper material can be prepared 
for histological diagnosis, which is the first step 
in many instances. What happens to the cancer 
patient who is continually sent to the drug 
store or to the average commercial laboratory I 
do not know. I suppose there are good commer- 
cial laboratories, and there are also poor ones. 
That is where the first raw deal for the cancer 
patient begins. 

Then the question of type of the disease. A 
doctor in Rochester, Minnesota, not long ago 
conceived the simple scheme of attracting the 
attention of practitioners to the variations of 
the disease by numbering them 1, 2, 3, 4, and it 
took. It indicated that some tumors were of the 
low grade of malignancy, others more and more, 
and finally there were very malignant tumors 
which were not saved by any method. 


Today we recognize in the cancer laboratory 
that one must not only make diagnosis of 
cancer and sarcoma but tell what is going to 
happen to the patient, no matter what the 
surgeon or radiologist does. Today there is 
a new field coming up — radiosensitivity. 
Whether we like it or not, radiation is challeng- 
ing surgery in many fields and it is very im- 
portant today to decide whether a patient should 
be treated by one method or the other, and if 
not to be done according to the wishes of the 
surgeon or the facilities at his command, it 
should be done on the basis of the nature of the 
disease. Some tumors are best treated by radia- 
tion and others best by surgeons. 


Some of you listened this morning to a paper 
by Max Cutler in which he showed uterine can- 
cers in three or four grades, mild, severe, and 
very malignant. There were few €ures in the 
first group by any methods; in the intermediate 
group, no cures by surgery; in the highly malig- 
nant form, no cures by surgery, but the highest 
proportion of cures by radiation. So that there 
is a decision to be made here, not on prejudice 
or opportunity but upon facts, and all these 
must be in the proper diagnosis of cancer if 
the cancer clinic is to get a square deal. How 
are you going to do that without any equip- 
ment, and an organization? 


Cancer is a specialty in its clinical history. 
I don’t know how a clinician can have adequate 
knowledge about the diagnosis of tumors of all 
types, mammary cancer, uterine cancer, stomach 
cancer, except through experience, and plenty 
of it. That is the reason I feel that the recogni- 
tion of cancer as a specialty has come, and we 
have got to recognize it. 


state of Massachusetts you have taken a 
distinctly forward, a pioneer step for the state, 
It is not true that it is the first state-owned 
cancer hospital. You are preceded by 
years almost, by the New York State Institute 
at Buffalo, but that is not strictly state-owned, 
it is a little different organization; it is a re. 
search institution. 

This same thing is going to happen in other 
states. It is going all the way down the line. 
Cancer is going to be recognized as a specialty; 
it is going to be provided for because not only 
will the public demand it, but the enlightened 
intelligence of the medical profession will de- 
mand it. Moreover, the movement has taken 
in the question of indication of the physician 
and medical student and that has gone much 
further than one would realize. You might 
think that this was an offensive move to make, 
to suggest that those who hold the license to 
practice medicine should receive any post-grad- 
uate information in cancer. On the contrary, 
the doctors take it very well. The Wayne 
County Medical Society in Detroit has taken, 
for some two or three years, twice a year, a 
sort of post-graduate course on cancer diagnosis 
in Detroit. Two weeks ago it was attended by 
250 doctors. Three or four weeks ago in Phil- 
adelphia they had a three-day session in which 
there were eighty addresses made to physicians 
on the symptoms and diagnosis and modern 
treatment of cancer. One hundred and thirty- 
two physicians broke away from their practice 
and spent three days at that post-graduate 
course. That is what is going on. The move- 
ment is going in the right direction. It is headed 
in many respects by the state of Massachusetts, 
and I wish to congratulate you. 

With all these new movements for medical 
projects, great sums of money are thrown into 
universities, research institutions, equipment, in 
marble, what used to be brick or mortar, super- 
clinies, physicists, chemists, efficiency experts, 
huge hospitals, nursing schools, training schools 
—everything on a great, new, modern scale. 
What does it all mean? Is it going to raise the 
efficiency of clinical work ? 

I listened to a discussion of the future plans 
of these great new institutions some weeks ago 
and under the influence of a little of that liquid 
aid which your Mayor has mentioned as notably 
absent from this gathering, it was suggested 
that there might really be new eras established 
in the history of medicine as the result of all 
these great projects which are now being 
created. I don’t know whether it is given to any- 
one to determine whether there shall be new eras 
in medicine. They seem to come more or less 
accidentally. At least in Billroth’s book, ‘‘Trae- 
ing the Movements of Medicine in Europe in the 
Last Five Hundred years,’’ the indications were 
that they came more or less accidentally. 

Smith’s medicine swept over Germany, and 
Germany over France and France retaliated by 
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i back over Germany, and changing 
nt Gaels complexion of affairs, but they were 
more or less accidental. 

Is there to be a new era in medicine in this 
country as a result of our tremendous material 
resources and’ the enthusiasm of the medical 
profession, backed by an intelligent public? I 
don’t know, but I think there might very well 
be one, and it might just as well begin in this 
very field of cancer, directed toward clinical 
efficiency. Instead of getting twenty-five or 
thirty per cent. of correct diagnoses, let us get 
eighty or ninety. Instead of doing the right 
thing at the right time at the bedside, say, in 
fifty or sixty per cent. of the cases, as our friend 
Cabot said was the highest proportion secured 
in the Massachusetts General Hospital, couldn’t 
we aim to get eighty or ninety per cent. of the 
right things done at the right time at the bed- 
side? I don’t know whether there is going to 
be a movement in that direction or not, but I 
hope there is. I think it is very much needed, 
and in these movements which the state of Massa- 
chusetts, you men, are carrying out in this par- 
ticular field of cancer, I see pioneer work which 
I hope will bring fruits of this sort. I thank 
you. (Applause.) 


PRESIDENT Birnie: Most of you know that 
it is the custom in colleges to honor the older 
graduating classes, giving them a seat of honor, 
having them speak at the annual dinners, and 
so forth. When we get a graduate of a class 
fifty years back, we think we are doing pretty 
well. When we get a man who-has been out of 
college fifty-five years, that is much better. 
When we get a man who has been out of col- 
lege sixty years, it is a subject for headlines in 
the paper. We have with us today a man who 
has been a member of the Massachusetts Medical 
Society for sixty vears. There are one or two 
others in the state who have been members as 
long as he, but those gentlemen are confined to 
their houses; they are no longer in active prac- 
tice. The man who is going to speak to you next 
is still an active individual, and particularly 
active in the councils of our Society. He is, 
and has been for several years, the Nominating 
Councilor from his district. He has served us 
on the Committee on State and National Legisla- 
tion. He has the best interest of the Massachu- 
setts Medical Society at heart. 

It is really an honor for me to present to you 
—he needs no introduction—Dr. E. H. Stevens. 
(The audience arose and applauded.) 


Dr. E. H. Stevens: Mr. Chairman and Mem- 
bers of the Massachusetts Medical Society: The 
only excuse that your President has for asking 
me to appear here today is that I am a pretty 
well preserved piece of antiquity. It is a fact 
that I have been a member of this Society sixty 
years. That is a long service. It has been sixty- 
one years since I graduated in medicine, and it 
is a fact that I am still doing something in the 





line of practice now. I feel that I have been 
very fortunate in having good health and being 
able to attend these meetings. I never have 
missed one meeting of the state Society for these 
sixty years. (Applause.) 


I shall have to ask your indulgence, as every 
old man would have to, to refer to notes, be- 
cause my memory may be a little shaky. 


First I want to say something about the educa- 
tion that I received at the Harvard Medical 
school, something about the teachers that we had 
at the Harvard Medical School in the sixties. 
They were all men of great distinction, and 
with three exceptions, they were general practi- 
tioners. I would like to read the names of those 
gentlemen who signed my diploma. With your 
permission, I will do so. I suppose this list, as 
it appears on my diploma, came in the order of 
their seniority. The first name is D. Humphreys 
Storer; then follow J. B. 8. Jackson; Henry I. 
Bowditch; Oliver Wendell Holmes; George C. 
Shattuck; John Bacon; Henry J. Rigelow; 
Charles Buckingham; Edward H. Clarke; Cal- 
vin Ellis; R. M. Hodges; James C. White. 


These men were all prominent in their day. 
They were all excellent teachers, and they taught 
something in the medical school that is not 
taught at the present time, I am sure of that. 
In the first place, Dr. Edward H. Clarke, who 
was one of the most popular men in the college, 
lectured at eight o’clock in the morning, with 
a full house, on something that is not taught 
at the Harvard Medical School at the present 
time, and that is therapeutics. (Laughter.) 
Therapeutics has been pushed aside and is not 
taught as one of the subjects. 

Dr. Holmes taught anatomy. 

Dr. Storer taught obstetrics and gynecology, 
which hadn’t risen to the extent of a specialty 
at that time. 

Dr. Jackson was the well-recognized leader 
as a pathologist, before the days of the micro- 
scope, a man who never was ready to acknowl- 
edge a thing as existing unless he had seen it. 
He never had used a microscope, so there were 
many things he didn’t see. 

Dr. Henry I. Bowditch was a man who was a 
leader in the profession, who taught people about 
the disease of the lungs. He was the first man in 
Massachusetts to make a special study of tuber- 
culosis, and his work stood very high, and it 
would compare well with the work that is done 
at the present time. 

Dr. Bacon was a teacher of chemistry. 

Dr. Bigelow was the great surgeon who taught 
surgery and still he was a general practitioner. 

Dr. Charles E. Buckingham was a general 
practitioner of note, who taught obstetrics and 
gynecology as an assistant to Dr. Storer. 

Dr. Clarke I have mentioned. 

Dr. Calvin Ellis was one of the great teachers 
of clinical medicine. I never have known a man 
who could teach clinical medicine any better 
than Dr. Ellis in his day. 
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Dr. Hodges was a surgeon of repute, and was 
an excellent teacher. 

Dr. James C. White taught chemistry part of 
the time and later he was a skin specialist. 

That class of men taught students what they 
wanted to know about taking care of sick people. 
They were not so scientific. Science had not 
reached its high standard as at the present time. 
They taught men to help people in their hours 
of distress; they taught them to have a care, to 
make people’s lives as comfortable as possible, 
and to enable them to die in as comfortable a 
way as was possible. 


I feel as an old man that there are two things 
that old people are privileged to do. One is to 
reminisce and the other one is to criticize occa- 
sionally. The work of Pasteur, Lister and Koch 
came very soon after my graduation. It is a 
very great satisfaction that I have lived to be 
benefited by what they taught. The advance in 
surgery has probably outrun the advance in 
medicine, but who can say that anything has 
been of greater service to humanity than the in- 
vention and discovery of anti-toxin for diph- 
theria, of insulin, which is comparatively new, 
but which is doing such a wonderful service to 
humanity? And who knows but that this new 
discovery of the liver treatment, if it helps to 
cure pernicious anemia, will be the first remedy 
that has ever been known to be of any service in 
this disease ? 

While at the medical school, Dr. Cheever, who 
afterwards became the celebrated surgeon, was 
demonstrator of anatomy. His teaching of 
anatomy has never been improved since his 
day. I didn’t have the advantage of listening 
to him after he became a surgeon, but he cer- 
tainly was a great teacher of anatomy. 

There are a few things that I feel it is almost 
my duty to mention and to criticize a little. 
Some of the new things that have come up are 
so much in the public mind and so much in the 
mind of practitioners that it rather runs away 
with their judgment. One of these things is 
the X-ray. A young student the other day was 
asked what was the first thing he would do if a 
case of pneumonia came to the hospital. He 
said, ‘‘ Have an X-ray picture made.’’ The man 
who cannot make a diagnosis of pneumonia with- 
out the aid of the X-ray is a pretty poor doctor. 
It has done a great work for humanity, but it 
has its place and should be kept there. 

There is another thing that I feel I ought to 
speak about and that is the question of blood 
pressure. QOne-quarter of my patients come to 
me because somebody has told them that they 
had too high blood pressure, and they are fright- 
ened over that statement. What Dr. Cannon 
said today in regard to the production of fear 
and the deleterious effect it had upon the human 
body is absolutely true. I think his lecture was 
the most interesting and the most instructive 
lecture that I have heard for many a day. I 
want to congratulate him. (Applause. ) 





I have been informed that sixty per cent. 


the graduates of Harvard Medical School start — 


out as specialists, leaving only forty per cent, to 
be doctors. (Laughter.) 

There is another thing that strikes the old 
fellow as a litle queer and that is ‘‘group medi- 
cine.’’ Group medicine, as it is placed, is kept 
within its bounds, but sometimes it seems to ug 
that it oversteps its bounds. It is somethi 
new, and it probably will improve with age, 
(Laughter.) My plea is that we should have 
more sane and rational medicine. (Applause.) 


PRESIDENT BirnrE: Medicine and _ theology 
have been close companions in the progress of 
the world, and, in fact, in the old days they were 
more or less merged into one, for, if you will 
remember, the high priest was the doctor. There- 
fore, it gives me pleasure to introduce to you 
Reverend Dr. Tomlinson of Worcester. 


REVEREND Mr. Tomuinson: Dr. Birnie and 
Friends of the Massachusetts Medical Society: 
Some of the most eloquent addresses that I have 
heard the clergy give have been benedictions, and 
I don’t know but that if I pronounced that now 
you would all feel better about my remark. You 
have been having some interesting sessions and 
you are drawing fast to the close of this meeting. 

My friend, Dr. Marsh, with whom once in a 
while I have a game of golf (I think we are about 
equally poor at it), said to me a while ago, 
‘‘Can’t you come over and say something at the 
Medical meeting ?”’ 

My feeling was that I couldn’t possibly come, 
because I felt that the doctors knew a great 
deal more on every subject than I did, but it was 
a little bit the case of the man that was brought 
before the judge. The judge said, ‘‘I under- 
stand you have had some words with your wife.”’ 

He said, ‘‘I had some but I had no opportunity 
to use them.’’ 

The judge said, ‘‘Where did you meet this 
woman ?”’ 

He said, ‘‘I didn’t meet her; she overtook 
me.”’ 

So when I went to have another game with 
the doctor, I was rather led, as the lamb to the 
slaughter, here today and I have rather a feel- 
ing that all of these interesting men, these men 
who know their subject so well, will think it is 
rather presumptuous for me to stand up before 
them. I did come in for a few minutes to hear 
Dr. Cannon. You know the clergy must have @ 
little smattering of the subject. I was very 
much interested in the doctor’s address. I am 
sorry I didn’t hear it all. I thought as I sat 
there, in fact, I thought before I came over but 
it was rather confirmed as I listened to him, 
that there is a great deal that we have in com- 
mon in these two professions of ours, the minis- 
try and medicine. I had the feeling that our 
work was reciprocal. I know a great many doe- 
tors think of ministers as meddlers, and a good 
many ministers think of doctors as materialists. 
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I believe there is a Latin proverb—three doctors, 
two skeptics. But if we use that word “‘skeptic’’ 
as one who inquires, one who investigates, it 
isn’t anything against the profession. 

~ Thave always thought that it was a very kin- 
dred work that we had. I have always had a 
great deal of interest in the work of the phy- 
sician. I haven’t subjected myself very much 
to the tender mercies of doctors. I am blessed 
with good health. I met a Christian Scientist 
a while ago. Somebody said something about 
keeping appointments. I was able to say that in 
over forty years in the ministry I have never 
arranged a service that I wasn’t able to attend. 
This Christian Scientist complimented me very 


highly and said, ‘‘What a holy man you must’ 


I said, ‘‘No, it is just the constitution; all my 
family seem to enjoy good health.’’ 

I haven’t given the doctors very much prac- 
tice, but I am awfully glad to meet the physicians 
here; I had a very interesting conversation with 
my neighbor at my left, who has had good 
health all his life. It seems to me always a 
great handicap for a doctor to be sick a good 
deal of the time. It seems to me a fine thing, 
if you are going to be a doctor, to be well. It is 
a good deal like the barber that is offering you 
. gome hair restorer, when he himself has a—I 
was going to say gilded dome. It seems to be a 
little bit wasted effort on his part. If you are 
sick, a person might say to you, ‘‘If this is such 
a fine thing, why don’t you try it yourself?’’ 
So I feel that the doctors certainly ought to 
keep well if they want to make us well. 


But getting down to business about this, first 
of all, we ministers and doctors have been elass- 
mates in college; we have been together 
there; we have that background of common eul- 
tural training at a time when we make our 
friendships. Some of my best friends have been 
men who later took up the profession of medi- 
cine. We have that in common. Then we are 
both in professions that are not mercenary in 
their great end and object. Of course we have 
to live and we have to buy golf balls, and we 
waste quite a few of them, but as a matter of 
fact, isn’t it true that there is no worse charge 
you can bring against a minister than to say 
that he is a mercenary man, that he is in his 
profession to see what he can make out of it? 
You will agree with me, I am sure, that that 
isn’t the thing that characterizes the work of 
the clergyman. On the other hand, while phy- 
sicians run to great expense for their training 
and while sometimes we hear of very large fees 
that surgeons receive, as a matter of fact, any 
doctor must be a man of enough unselfishness 
and public spirit to go out into the poorest 
home and give his best. 

_So I claim for our professions that the great 
aim and end is not mercenary in any sense of the 
word. We are in this work of ours, you in your 
field and I in mine, to help humanity, to help 








and bless human life, to make life sweeter and 
happier for the people whom we serve, and I 
am sure there is a great deal of good-will in a 
community for the men of your profession. You 
can’t always capitalize; it isn’t shown in any 
material rewards, but the love and good-will that 
people have for you who have served them, have 
been with them in the real crises in their lives, 
who have helped them over hard places, must 
be something that gives a great deal of joy, a 
great reward. 


I remember once some years ago that the doc- 
tors in the town where I was living (it wasn’t 
Worcester) played a game of baseball with the 
lawyers for a new hospital that had been built 
there, and to even things up, they called in the 
clergy to umpire the game. There was a Cath- 
olic Priest, Father Donnelly, and myself. I im- 
mediately went down and bought the rules, right 
up to date—I wasn’t going to give them any de- 
cisions in vogue when I was in college. I spent a 
little time studying up those rules. I noticed 
this: it seemed as though everybody (and there 
were a lot of people there) were rooting for the 
doctors—and, by the way, the doctors won that 
day. I won’t say the umpires made any unfair 
decisions for the doctors, but at any rate the doc- 
tors won. I said to one of the bystanders after- 
wards, a man I knew, ‘‘ Why was it that every- 
body out here was rooting for the doctors in- 
stead of the lawyers?’’ (I don’t know that there 
are any lawyers here, but it doesn’t make any 
difference.) His answer was, ‘‘The lawyers get 
men into trouble and the doctors get them out.”’ 

There is something in that, I am sure—not ev- 
erything, but something. So that fact that we 
have something in common, that we are seeking 
to serve and that the good physician and the 
good minister who gives his best to the humblest, 
to the poorest, it seems to me is something that 
throws us together and makes our work quite 
kindred. 

Every fall here in this room we start in to 
raise a welfare fund, a fund of half a million 
dollars for the charities of the city. I have been 
struck with this fact: seated here at the head of 
the committee in charge is one of our very em- 
inent special men, a man that you all know and 
love, Dr. Homer Gage. He is a man that heads 
this welfare drive, a man of great humanity, 
one who knows these needs through the hospitals 
and through the various welfare organizations, 
and a man of keen business ability. We have 
other surgeons that have demonstrated splendid 
business ability as well as professional ability. 

Always at these gatherings of men and women 
who are to be sent out to gain this half million 
dollars for this good work, there has been a cler- 
gyman. Last year we had Bishop Cannon of the 
Holy Cross. We have had Dr. Faunce here; we 
have had other men, and somehow, they seem to 
rely upon the inspiration that some minister of 
God can give to send these people out on their 
work. It seems to me in that fact alone it is 
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something very significant that here at the head 
of this organization we have a practical man 
who is keenly alive to all these needs of the city 
in the way of humanity and charity, such a man 
as Dr. Homer Gage, and right at his side, to 
inspire the workers and send them out, some 
clergyman comes to help. So I think of our pro- 
fessions as lying very near together, and I wish 
that we might more and more appreciate one 
another’s work and more and more help one an- 
other. 

You must be rather charitable toward the 
clergy. Of course a man in the ministry is one 
who has this great sense of human need and a 
great desire to be of service. He hasn’t all this 
technical knowledge that you men have, it could- 
n’t be expected of him, but look at that motive 
of his, look at his desire, and sometimes if he 
seems to be unwise or if he seems to be overen- 
thusiastic, remember that luxuriance can be 
pruned and remember that the wise doctor and 
the warm-hearted and enthusiastic clergyman, if 
they work together, can accomplish ends that 
cannot be done perhaps by either alone. The wise 
minister can be a great aid to the wise physician. 
It is a little like the remark Mr. Foley, or some- 
body of that description said. He said if the 
physicians had a little more religion and if the 
Christian Scientist had a little more science, it 
wouldn’t make much difference which you called 
in provided you had a good nurse. (Laughter.) 
Well, it doesn’t make so much difference if we 
can come in and supplement your work and you 
can give us the cold, hard facts about some of 
those things. 

I have the feeling, friends, that we are going 
to do a great deal for the community, and so I 
just stand here today for that simple purpose to 
plead for better understanding between the men 
of these kindred professions and to plead that 
we may be helpers and friends, colaborers for 
humanity. (Applause.) 


PRESIDENT Birnie: It has been one of my 
duties and privileges as President of the Massa- 
chusetts Medical Society to go about the state 
and talk at some of the county society meetings, 
and also to listen to some of the trials and tribu- 
lations of the doctors; they rather look upon me 
to try to straighten out some of their troubles 
and see if I can do something for them. I have 
found that the very vexing question throughout 
the state on some occasions is the question of in- 
dustrial accidents. I find in talking with these 
men that oftentimes they have no real conception 
of the problem. They see the thing from their 
own little standpoint. They do not understand 
that this law and the working of this law must 
apply throughout the state, and under very 
varying conditions. It is with the hope of 
straightening out some of these problems in the 
minds of the doctors that I asked the next speak- 
er to address us, not only because he is our rep- 
resentative in Massachusetts and because he is a 





friend of mine, but because he is an authority ea 
on this subject. There is no question about 
that. You may not agree with some of his state. 
ments, but they at least have logic and reagon 
behind them. The fact that he is an authority 
is testified by the fact that President Coolidge 
has twice appointed him to go across the water — 
to represent the United States in an interna. 
tional congress. He has just been appointed a 
second time as a representative of the United 
States at the fifth International Conference for 
Medical Science as Applied to Working Men’s 
Accident and Occupational Diseases, which ig a 
very great honor. 


I have the pleasure of presenting to you Dr, 
Francis D. Donoghue. (Applause.) 


Dr. Francis D. DonoGHuE: I remember a 
little story of a famous painting by a colored 
artist of Philadelphia, purchased by the French 
Government, now hanging in the Luxembourg 
Gallery in Paris. It represents Daniel in the 
Lions’ Den. A group of Americans were stand- 
ing before it one day, and one of them said to 
her uncle, who was familiar with afterdinner 
speaking, ‘‘Uncle Chauncy, why does the artist 
always depict Daniel with such a beautiful smile 
upon his face ?’’ 


Chauncey said, ‘‘My dear, I suppose that Dan- 
iel knows he is not going to be called upon for 
an afterdinner speech.’’ (Laughter.) 


I was interested in our good friend Mr. Tom- 
linson who said the ministers always like to have 
a little smattering of knowledge. We have had 
a great example down in Boston in the last few 
days. If there is a problem in the State House, 
I want to say to you in all confidence that it is 
directly under the personal supervision and con- 
trol of Dr. Bigelow. (Laughter.) 


It is a great pleasure to have the opportunity 
to speak to the members of the Massachusetts 
Medical Society, and it is particularly gratify- 
ing to speak on workmen’s compensation in the 
city of Worcester. Nowhere in the state has the 
medical profession contributed more to the suc- 
cess of workmen’s compensation than they have 
in Worcester, and the work of Dr. Samuel B. 
Woodward on the Special Commission last year 
was most conspicuous in its constructive effort. 
(Applause. ) 


On the other hand, in the actual carrying out 
of the Work, no one has done more than Dr. Irv- 
ing Clark. 


The medical profession, as your President has 
pointed out, does not seem to be familiar with the 
fact that the Industrial Accident Board of Mass- 
achusetts is a board which is appointed to carry 
out a statutory law. That law went into effect 
in 1912, and has continued to function from that 
time until the present. The law was passed orig- 
inally with the idea that one insurance company 
should have charge of industrial accidents, 



























‘Volume 199 
Number 3 


THE ANNUAL DINNER 


115 





—_—_ 


Under the old law, the doctors were rarely ever 

aid, and the poor workman was in the position 
that if he took on a dangerous job and was in- 
jured, he was excluded from benefits, because he 
assumed an obvious risk. _If, while at work, 
he was ordered into a position of danger, the 
chances were that the man who ordered him 
there, if the case came to trial, did not occupy 
the position of superintendency, and the injured 
workman was rarely ever compensated. 


In 1912, the law which endeavored to place 
upon the product of industry its cost, went into 
effect. While the intention was to place the cost 
upon industry, the law never was framed to do 
that particular thing. The injured workman, 
for whom the law was originally intended, and 
for whom it still is intended, was given the maxi- 
mum amount of benefit, not exceeding ten dol- 
lars a week, and not more than two-thirds of 
what he earned. 


The insuring company, which was represented 
not only by the parent company that was organ- 
ized but by as many other companies as met 
with the approval of the insurance commissioner, 
gave the injured workman as a right two weeks’ 
medical treatment. That was the law then, and 
is the law now. The employer of labor was 
obliged, under threat of having his defenses at 
common law taken away, to take on this insur- 
ance, a large burden for him, and he was obliged 
to pay the amount of premium money allowed 
by the insurance commissioner. 


The insurance companies under this law did 
-_ not and do not have the same freedom of charge 
that they do under other laws, and the rate that 
an insurance company may charge under this 
law is fixed by the Insurance Department of 
Massachusetts, not what the insurance companies 
demand and not what they desire, but what the 
insurance commissioner permits them to get. 


The first law was unsatisfactory because the 
compensation paid the workman was low. It was 
unsatisfactory to the medical profession because 
the insuring company had the right to give treat- 
ment and the individual doctor’s rights under 
the law were practically nil. For instance, 
if for justifiable cause, or for other emergency, 
he saw a case, he had no right to a hearing on 
his bill before the Accident Board, and if the 
injured man did not ask for a hearing before 
the Accident Board, the doctor had no right to 
a hearing, and he had no way by which he could 
collect. 


That situation led to the appointment of a 
Medical Advisory Committee, of which I was a 
member. I believe that no committee ever la- 
bored harder for the interests of the medical pro- 
fession to solve a difficult problem, to establish 
charts for the guidance of a lay board than that 
committee, and I know of no committee that has 
had less thanks from the medical profession. 
By the advice of that committee, the doctors 





were given the right to a hearing on their bills 
independent of the injured workman. The In- 
surance Companies, by advice of the Medical 
Advisory Committee, took care of cases that 
required hospitalization beyond the two week 
period. By advice of the Medical Advisory Com- 
mittee, the insurance companies provided expert 
treatment in cases that could be cured, and final- 
ly, by advice of the Medical Advisory Commit- 
tee, adopted and recommended by the Accident 
Board, the statute. The legislature, amended 
the law in 1917, giving the man a right to a free 
choice of doctors. 


The medical profession ought to know that 
the control of every activity under workmen’s 
compensation is in the hands of lay people. The 
first layman that you run into is the insurance 
company. They write the insurance. The em- 
ployer of labor pays for it. The next layman 
that comes in is the insurance commissioner that 
fixes a rate and lastly, in cases of dispute, a lay 
board passes upon it. 


The medical adviser occupies an extremely 
unique position. He can advise, but nobody is 
obliged to take his advice if they don’t want to, 
and in very few of the states is there any medi- 
cal representation upon Accident Boards with 
the power to vote. You can talk and you can 
fight, and it is surprising in Massachusetts that 
a lay board has been willing to follow as much 
medical advice as they have and to do so much 
for the medical profession as they have done. 


One company started to carry insurance. Now 
we have thirty-seven companies. It was pre- 
sumed that we would have a few hearings. Last 
year we had 4000 hearings on workmen’s rights. 
and substantially 4000 conferences looking to 
the same purpose. 


The Massachusetts Accident Board has endea- 
vored to remedy the defects in the law by enlarg- 
ing the law by decisions, and they have gone as 
far as the Supreme Court has permitted them, 
and it is an interesting fact, pointed out by the 
Special Commission last year, that in the last 
three years the Industrial Accident Board never 
has been overturned by the Supreme Court in 
favor of a workman or in favor of a doctor’s bill. 
Every time that the court has passed upon the 
decision of the Board, they have said in effect 
that we have been too liberal to the workmen 
and too liberal to the doctor. 


I would like to take up Section 30 of the 
law under which the doctors get their rights, and 
devote a few minutes to it. Let us see what your 
rights really are so that you will have no misun- 
derstanding in case you want to remedy condi- 
tions, as many of you do. Let us see what your 
rights are in the first instance. This is not the 


law that I favored; it is not the law recom- 
mended by Dr. Woodward’s commission; it is 
not the law recommended by the Accident 
sere, but it is the law as passed by the legis- 
ature : 
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‘‘During the first two weeks after the injury, 
and, if the employee is not immediately incapac- 
itated thereby from earning full wages, then 
from the time of such incapacity, and in un- 
usual eases,’’ (and this was the amendment of 
last year), ‘‘or cases requiring specialized or sur- 
gical treatment, in the discretion of the depart- 
ment for a longer period the insured shall be 
furnished adequate, reasonable medical and hos- 
pital services and medicine, if needed, together 
with the expenses necessarily incident to such 
services. ’’ 

The next half of this section that I will read 
was lost last year between the second and third 
reading in the Senate, when I found it was 
lost, but after consultation with Dr. Stone we 
were enabled to get it. We were told that it 
was lost through an inadvertence, and this is the 
inadvertence : 

‘‘The employee may select a physician other 
than the one provided by the insurer, and in 
case he shall be treated by a physician of his own 
selection or where in case of emergency or for 
other justifiable cause a physician other than the 
one provided by the insurer is called in to treat 
the injured employee, a reasonable cost for ser- 
vices shall be paid by the insurer, subject to the 
approval of the department. Such approval 
shall be granted only if the department finds 
that the employee was so treated by such physi- 
cian or there was such emergency or justifiable 
cause, and in all cases the services were ade- 
quate and reasonable and the charges reasonable. 
In any case where the department is of the opin- 
ion that the fitting of the employee with an ar- 
tificial eye or limb or other mechanical appliance 
will promote his restoration to industry, it may 
order that he be provided with such an arti- 
ficial eye, limb or appliance at the expense of the 
insurer,’’ and the Board has interpreted ‘‘other 
appliance’’ to mean teeth. 


That is the law. Under that law the hospitals 
have no particular right except in connection 
with treatment given by a doctor. The hospitals 
never have been taken care of as a separate 
entity. 

I won’t burden you with Supreme Court de- 
cisions except the Galen-Moore case passing on 
the meaning of the unusual feature of the Jaw. 
Our Board decided that a man who received a 
severe crushing injury of the chest and after- 
wards developed tuberculosis, was an unusual 
case within the meaning of the law, and he was 
entitled to sanatorium treatment, and the Su- 
preme Court said we were wrong. I will read 
you what the Supreme Court says about it. I 
read this section for those people who have the 
idea that the law guarantees treatment to these 
men, or that it guarantees that the employer 
represented by the insurance company shall pay 
all medical costs. 

‘‘There are many injuries suffered by em- 
ployees which require him to remain in hospitals 
and which need the services of physicians for a 





longer period than for two weeks, but these 
penses the statute does not authorize to be 
by the insurer.’’ The injuries may be unusual 
in the sense that they do not occur under ordi- 


nary circumstances, or that recovery igs pro. 


longed. Such facts do not make these unusual 
cases as the words are used in the statute: 
They don’t tell us what unusual means other 
than that. But that hospital bill went out, 

Nursing: The Industrial Board has ruled 
where special nurses are required that they may 
be hired, if the nature of the case is such and 
the attending physician says so. A reasonable 
charge will be allowed, but that doesn’t mean 
that the families can hire them, nor can they 
be put on for any other reason. Nursing, 
the Supreme Court has said in a famous ease 
from Worcester, must be carried out under the 
direction and control of the attending physician 
or the nurse cannot collect at all. 


Our law is an injury law, not an accident — 


law, and that is a very important thing to keep 
in mind. Therefore, tables of occupational dis. 
eases are not necessary in Massachusetts as in 
states that have an accident law. Our law says 
a man shall be compensated for any injury that 
arises out of and in the course of his employ- 
ment. The Ohio law, so often quoted to you, is 
an accident law with an occupational disease 
chart. They permit payments on _ eighteen 
types of industrial diseases, whereas, under our 
law we have paid for 115 different types of in- 
dustrial injury, not surgical. 


The elasticity of our law was shown during 
the time of the World War when, with the man- 
ufacture of munitions, various types of indus- 
trial poisonings, new to the country, began to 
take place all over our state. Men working upon 
TNT, trinitrotoluene, would work all day and 
start home, drop by the wayside dead, and they 
were put down in the beginning as acute pneu- 
monias. After a study our Board found dis- 
ability was due to acute nitric poisoning, and 
compensation in Massachusetts not only was 
paid, but rules and regulations were made for 
the nitrating plants so men might be safeguard- 
ed from nitric fumes. 


The first attack upon the injury feature of 
our law took place last year when an amendment 
was made to Section 46, which says, originally, 
‘‘No agreement by any employee to waive his 
rights to compensation shall be valid,’’ but this 
was amended with this little phraseology, which 
it is well to keep in mind: ‘‘But an employee 
who is for any reason particularly susceptible 
to injury or who is peculiarly likely to become 
permanently totally incapacitated by an injury 
may at the discretion of the department and with 
its written approval within one month of the 
beginning of his employment waive his rights 
to compensation.”’ 

That means in the cases that have been put 
up to our Board, representing cases of heart 
trouble, arteriosclerosis, but more particularly 
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jeri. A man with hernia before now being 


ed in certain plants must sign a waiver 
Se censation for any injury arising out of 
and by reason of his hernia. 


The second attack upon the injury feature of 
the law, following upon the legislation passed in 
Connecticut, is represented this year in the 
Massachusetts Legislature by House Bill No. 
488. This is what that law proposed: ‘‘That 
the hernia. . .’’ perhaps I am ahead of my story. 
The most conspicuous thing we have that is an 
injury arising out of industry and is not an 
accident is hernia. Acute traumatic hernia is an 
extremely rare and unusual thing. The aggrava- 
tion of a preéxisting sac or the aggravation of a 
preéxisting hernia 1s comparatively common. 
Under our law, we have decided that the ag- 
gravation of a hernia shall be compensated, and 
that a reasonable amount shall be paid for medi- 
eal services. Because of the fact that ninety- 
nine cases out of a hundred cannot be proven as 
coming out of industry or being aggravated by 
industry a low fee was set. 


The Medical Advisory Committee recommend- 
ed, and the board adopted after conference with 
the insurance company, a fee of fifty dollars for 
a hernia operation, ten dollars for an assistant 
and five dollars for etherizing. A low figure, 
you say, but a figure that you wouldn’t other- 
wise get, and a figure that is not fully justified 
by the fact that a proveable injury actually hap- 
pened. But that isn’t satisfactory to the em- 
ployers of labor. They have introduced this bill: 
‘“‘Provided further, where the injured claims a 
hernia, compensation shall be paid only upon 
proof (a) that the hernia occurred in a definite 
time and place; (b) that the total disability from 
work resulted from and was coincidental with 
the injury; (c) that notice of the injury was 
given by the employee or employer to the in- 
surer within forty-eight hours thereafter, and 
(d) that the hernia did not exist in any degree 
previous to the injury.’’ 


This bill is now in a state of suspended ani- 
mation. It was referred to the next general 
court so that next year that bill is automatically 
up for consideration and if members of the Med- 
ical Society don’t want to lose the money from 
hernias, if they want to aid the workman in 
keeping his compensation for the aggravation of 
hernias, they ought to take action. The saving 
of that bill alone, if passed, to insurance com- 
panies and the employers of labor would be 
$425,000, half of it coming out of you and half 
of it coming out of the workmen. 

My idea is that the men connected with the 
hospitals of this Commonwealth could do some- 
thing to aid in preventing radical legislation of 
this kind if the men in charge of the various ser- 
vices would personally express an opinion upon 
the ability of a man to go to work after a hernia 
operation. The present method of allowing house 








officers or some unknown person to warn a work- 
man, whose only work possibly is with the pick 
and shovel, that he never should go back to heavy 
work, justifies the insurance companies in ask- 
ing relief for some. The medical profession might 
well fix a time when a hernia could be consid- 
ered surgically cured. If an appendix case is 
so well cured in three weeks that it can go back 
to work, there must be some period less than 
six months for a hernia. 


Now I come to one of the problems that you 
have about the hospital. The right of hospitals 
to collect payment in accident cases after the 
first two weeks is largely in the discretion of the 
Industrial Accident Board. There is no inherent 
right in the law. When the law went into effect, 
the injured workman got ten dollars a week as 
a maximum. The average of the hospitals in 
this Commonwealth for ward rates was ten dol- 
lars. The highest rate in Boston was the Mass- 
achusetts General Hospital. That had a rate of 
twelve dollars, and in 1914, upon recommenda- 
tion of the Medical Advisory Committee, the 
rate was raised to fifteen dollars, and in 1920 
it was raised to twenty, with extras. By advice 
of the Special Commission, beginning July of 
last year the rate was raised to twenty-two 
dollars, with reasonable extras. If we will 
take ‘‘reasonable extras’’ and add them to twen- 
ty-two dollars—and the maximum charged in the 
average hospital is twenty-two dollars, ten dol- 
lars for the operating room, where they formerly 
got five—it will bring the cost up to about thirty 
dollars a week. 

We have maintained that the rate charged to 
insurance companies and employers should be 
the rate charged to the general public. 


There have been resolutions introduced sug- 
gesting that the actual cost be paid to hospitals. 
If the actual cost is to be determined, it ought 
well be determined by the publie welfare depart- 
ment of Massachusetts, which has control over 
the $200,000,000 of funds now invested in hos- 
pitals and in charitable and benevolent funds, 
and the insurance commissioner as a part of rate 
making. If you want to add representatives of 
the Industrial Accident Board to it, well and 
good. 

The hospitals ought to make a reasonable con- 
tribution to the suecess of the act, the same as 
the workman makes it, the employer makes it 
and the insurance company makes it. It has 
been proposed in the actual cost that actual cost 
means actual cost. I would like to ask the pro- 
ponents of actual cost if they mean that the hos- 
pitals in Massachusetts where service is given 
free by great groups of charitable women are 
to reduce their rate from what is now allowed 
to actual cost. 

[t is a very serious problem for a lay board 
to undertake. The workman for whom the law 
was intended does not get ‘‘cost.’’ While the 
workman gets a maximum of eighteen dollars a 
week when injured that presupposes that he 
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earns twenty-seven dollars a week, but 
the figures this year show that 43.7 per cent. of 
the injured workmen do not get two-thirds of 
their wages because their actual wage is higher 
than twenty-seven dollars. So that there are 
workmen not only contributing one-third, but 
there are men contributing one-half and two- 
thirds to the working of this act. 

There has been much said about state funds 
and self-insurance. The Special Commission last 
year made some very pertinent observations 
upon it, and I will just read a brief paragraph: 


‘‘Indeed, putting the whole business of in- 
surance in the hands of the tribunal which adju- 
dicates the claims would differ less than one 
would suppose from giving to the insurance com- 
panies the function of hearing and determin- 
ing all the claims against themselves. In either 
case, these two incompatible functions would be 
equally in the same hands. Some of the defects 
of that system already exist in the treatment 
of injured employees by the self-insurers who 
run their own insurance companies.”’ 

The Industrial Accident Board has not been 
a party to malpractice suits. We have existed 
sixteen years, two years of which I was on the 
Advisory Committee, and fourteen years as 
medical adviser, and we have never fathered or 
encouraged a malpractice suit. We have been 
most charitable in passing upon what appeared 
to be malpractice, because no man can know 
from an end result what the primary trouble 
and condition was. 

The eriticism of organizations outside of this 
state dealing with the ideal rather than the prac- 
tical has led to malpractice suits, and to the driv- 
ing of insurance companies out of malpractice 
insurance in this Commonwealth. This is work- 
ing a great hardship to our profession. 

The endeavor to make a monopoly of this 
type of work should be frowned upon. 

‘“‘A fair example of this propaganda is 
found in the bulletin of the American 
College of Surgeons, April, 1927, at their 
meeting in Montreal, devoted to  indus- 
trial accidents. Dr. Southgate Lee, Norfolk, Vir- 
ginia, in writing the introduction to these pro- 
ceedings, has this to say: ‘These meetings, for 
example, are primarily intended to educate the 
public to demand safe hospital service and safety 
in hospital work. The people are informed in 
plain words that the hospital organization puts 
its stamp of approval on the safe surgeons and 
urges that they only should be permitted to do 
major surgical work.’ ”’ 

What has the Massachusetts Medical Society 
to say on this? 

Our law does not take anything away from 
the doctor that he had. He still has the 
right to contract with an employer or an em- 
ployee, and he does not have to submit himself 
to the jurisdiction of the Industrial Accident 
Board. The only thing that we have done for 
you by the Workmen’s Compensation Act is to 





insure a large part of your bills that otherwise 
you couldn’t collect at all. You still have your 
same rights if you don’t want to accept the fune. 
tions of the Accident Board. 

Three amendments of last year are important 
to the medical profession. If the workman does 
not have his rights, if his rights are cut down, 
handicapped or militated against, the doctor who 
takes care of him suffers in like proportion. 

The first I have read to you, specialized or 
surgical treatment beyond the first two weeks in 
the discretion of the Accident Board. 

Acting upon the advice of a medical commit- 
tee consisting of Dr. John M. Birnie, Dr. W. P. 
Bowers, Dr. Cecil W. Clark, Dr. 8. E. Fletcher 
and Dr. 8S. W. Calderwood, the board forwarded 
to the insuring companies as a working basis, the 
following : 


A. Specialized treatment should be inter- 
preted to cover cases similar to those requiring: 

1. Sanatorium treatment. 

2. Treatment of Blood diseases, such as 
leukemia following benzol poisoning, and the 
like. 

3. Skin conditions, acute, chronic or malig- 
nant. 

4. Treatment of neuro-syphilis incident to 
other treatment. 

5. Diabetic conditions complicating injur- 
ies. 

From a medical standpoint, ‘‘It is our opin- 
ion’’ that ‘‘specialized treatment’’, when needed, 
may be given not only by recognized specialists 
but by qualified general practitioners. 

Surgical, is not necessarily operative treat- 
ment. There are many surgical conditions that 
may be treated by manipulation, mechanical or 
therapeutic means. 

The treatment of lymphangitis, post-operative 
eases of contractions, joint or soft tissue adhe- 
sions, results of nerve injury, genito-urinary 
treatment and various forms of heat or ray ther- 
apy, may well be considered as within the scope 
of both sections. 

‘*Extraterritorial effect.’’ That is, a man 
makes a contract here, (we will take Worcester 
or we will take Springfield) for hire to a con- 
tractor here or an employer of labor, and he goes 
across in one instance, the state line of Rhode 
Island, or in the other instance the state line of 
Connecticut and is injured on the job. Before 
this Special Commission recommended and put 
through this amendment, a man so injured could 
not collect compensation under the Massachu- 
setts law and his doctor could not collect for 
eare, not even if he were brought back into 
Massachusetts after his accident. Now, irrespec- 
tive of where the accident happens, the man is 
entitled to his compensation, and the doctor is 
entitled to his care, even if the accident is out- 
side the borders of the state, provided the con- 
tract of hire was made here. 


Street risk accidents: The Supreme Court 
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decided that a man on the street doing his em- 
ployer’s business could not collect if injured, 
because he was exposed to no more danger than 
the average person on the street. Now he can 
collect if he is injured in a street accident. 
if he was on his employer’s business, even if 
the risk was no greater than that to which the 
ordinary person on the street was subjected. 

Then the amendment that they put 
through raising the maximum compensation to 
eighteen dollars, and the total to $4500. 
We have put through this year one bill 
for specific payments. That aids the doctor only 
indirectly. Under the old law, a man received 
for specific compensation for the thumb of his 
right hand twelve extra weeks, the same as he 
received for the end of his little toe or for the 
end of his little finger. The Committee on Labor 
and Industry reported against giving him any 
other benefits this year, but the legislature 
passed, and His Excellency, the Governor, signed 
a bill that in addition to regular compensation 
from loss of time, an injured workman who loses 
his right or major thumb shall receive 40 extra 
weeks ; $400 for one phalanx of his index finger 
of his right hand or major working hand. For 
the right hand, 75 extra weeks, against 50 before, 
and it raises the standard for vision from 1/10 
of normal to 20/70 of normal. 

All of that is important to the doctor, because 
the man has that much more money and his fam- 
ily will profit that much more. 

Now the bread-and-butter aspect: the total 
number of accidents cared for in 1913 and 1914, 
under the clause giving the insurance companies 
the right to furnish treatment, was 187,000. The 
medical cost for the treatment of those two years, 
hospitals and doctors, was $970,000. In 1920, 
when the free choice was on, at the peak of war- 





time costs, the number of accidents reached the 
highest figure that we have ever had—193,600, 
and the medical cost for that number was 
$1,602,000. For the year ending July 1, 1927, 
167,000 accidents were treated, 25,000 accidents 
less than in 1920 when it cost $1,602,000, and the 
cost of the year to July 1, 1927, was $2,710,000. 
This year, with a drop of accidents of 5,000 more 
to 163,000, the cost increased to $2,800,000. 


From the beginning of the act, the amount of 
medical payments in sixteen years which had 
been paid to doctors and hospitals in this Com- 
monwealth, amounted to $24,000,000. No such 
figure ever was dreamed of by the framers of 
the law; no such sum would ever have been al- 
lowed by the employers of labor if they thought 
they would have to pay it. Payments to the in- 
jured workmen and dependents and the cost of 
carrying out the workings under the insurance, 
makes a total assessed against the employers of 
labor of Massachusetts in sixteen years of 
$150,000,000. 

This is an extremely substantial burden for 
the industries of Massachusetts to carry. Should 
a small number of people, with small, infinitesi- 
mal, petty, personal grievances be permitted to 
interfere with the great humanitarian purposes 
of this act? Neither should any personal, pri- 
vate, small or large group be permitted to wreck 
a thing which has been of so much good to the 
Commonwealth, which has been of so much good 
for the injured workman, and which has given 
the doctors such a first-class return. ( Applause.) 


PRESIDENT Birnie: I hereby pronounce the 
one hundred and forty-seventh anniversary of 
the Massachusetts Medical Society closed. 


The meeting adjourned at five-fifteen 6’clock. 
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MASSACHUSETTS MEDICOLEGAL SOCIETY 


Fiftieth Anniversary Meeting 


HE Society held its session at 2:30 P. M. on 

Wednesday, October 5th, 1927, at the War- 
ren Museum of the Harvard Medical School, 
240 Longwood Avenue, Boston. 


Program : 


1) Biologie Tests for Medicolegal Purposes. 
(with lantern slides) 

Ludvig Hektoen, Director of the John 
McCormick Institute for Infectious 
Diseases and Professor of Pathology in 
the University of Chicago. 





2) The Massachusetts Medicolegal Society, 

Timothy Leary, Professor of Pathology, 
Tufts College Medical School and 
Medical Examiner, Suffolk County, 

3) Functions of the Massachusetts Medieo- 
iegal Society. 

George Burgess Magrath, Faculty In. 
struetor in Legal Medicine, Harvard 
University Medical School, Medical 
Examiner, Suffolk County. 

4+) Reminiscences of the Society. 
Oliver H. Howe, Medical Examiner. 


BIOLOGIC TESTS FOR MEDICOLEGAL PURPOSES 


BY LUDVIG HEKTOEN, M.D.* 


IRST I wish to congratulate the Massachu- 
setts Medicolegal Society on its fiftieth an- 
niversary. Founded when the system of medical 
examiners in this state took effect, the society 
has been an important factor in maintaining in 
Massachusetts a superior medicolegal service. 
And for the country at large the society today 
is the outstanding example of a successfully or- 
ganized effort to advance medicolegal knowledge 

and practice. 
I owe the invitation to speak to you to a cor- 


respondence with Dr. Hunt several years ago| 


about tests for certain blood spots, the nature of 


its bearing in a case of murder in Woreester. 
In the letter inviting me it was suggested that it 
would be quite appropriate to discuss the use 
of biological tests for medicolegal purposes. 
While there is no so-called biological test but 
may have medicolegal application, | shall con- 
sider mainly blood tests, and the most important 
is the precipitin test for blood. 


THE PRECIPITIN TEST FOR BLOOD 


The study of immunity as manifested by the 
reactions of the animal body to microbes, toxins 
and proteins in general has given us many tests 
of value, some of which are in daily use through- 
out the civilized world. The only way known 
to trace complex protein substances to the 
species from which they come, is by means of 
their immune reactions; and in the case of blood 
and other animal products, practically the only 
method for identification is the precipitin test. 
Because knowledge of the nature of blood spots 
and stains often is of great importance in our 
efforts to administer justice, the precipitin test 
is of special medicolegal interest. 

The precipitin test rests on the fact that when 


*For record and address of author see “This Week's Issue,” 
page 154. 








foreign protein is introduced as such into the 
blood or tissues of a suitable animal, the serum 
acquires new properties whereby it forms a pre- 
cipitate when mixed with a solution of the for- 
eign protein. This reaction is due to the ae- 
cumulation in the blood of the animal of newly 
elaborated substances called precipitins. By 
foreign protein is meant protein from some other 
source than the species to which belongs the 
animal used. Thus serum for the identification 
of blood is obtained by injecting into rabbits 
(the animal nearly always used for this object) 


ut ’ ‘ the blood or serum of an animal of a different 
which it was desirable to determine because of! 


species, the exact species depending on the kind 
of blood one intends to test for with precipitin 
serum: for the action of precipitin serum thus 
produced is limited to proteins of the same kind 
as those that were injected into the precipitin 
producing animal. Indeed, the test owes its 
practical value to this fact. 

To give a clear idea of the application of the 
eeneral principles just outlined, it will be best 
to review briefly the main steps in the pre- 
eipitin for blood. 


Production of Precipitin Serum.—We_ know 
only two animals that can be used for the prac- 
tical production of precipitin serum, the rabbit 
and the domestic fowl. In Europe and in this 
country the rabbit is used almost wholly, Suther- 
land in India being the only one to use the fowl 
on a large scale. The fowl seems to be a prompt 
producer, but its serum must be handled with 
special care because of a tendency to nonspecific 
reactions. For us there is no reason to use the 
fowl except for special purposes, as when it is 
necessary to test for rabbit blood. For the in- 
jection either whole blood or serum may be 
used. Since we deal with whole blood in the 
identification of blood spots, it seems logical to 
use antiserum from animals treated with whole 
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blood. It is probable, however, that in such 
animals the precipitins for the serum proteins 
are best developed as a rule, although in some 
instances precipitins for hemoglobin are pro- 
duced also. For ordinary purposes it often may 
be most convenient to use serum, and this is I 
believe the more general practice. Several rab- 
bits should be immunized at the same time be- 
cause there is great individual variation in the 
power to produce precipitins, especially antihu- 
man. All things considered experience indicates 
that as good a method of injection as any is to 
give increasing quantities, say 1, 2, 4, 8 and 10 
ec., intravenously with three day intervals be- 
tween the injections, and then to bleed for pre- 
liminary testing about four days after the last 
injection. If whole blood is used intravenous- 
ly it must be laked carefully and then filtered 
first, otherwise it must be introduced intraperi- 
toneally or, preferably perhaps, intramuscular- 
ly. If the preliminary tests do not yield satis- 
factory results further injections may be giv- 
en. There are various schemes for injecting the 
antigen that differ more or less in details. Thus 
increasing quantities—5, 10, 15 ec.,—may be giv- 
en on three successive days or as much as 20-25 
ee. may be given at once. In either case the 
precipitins as a rule reach the highest concen- 
tration in the blood in about 12 days or so. It 
goes without saying that in preparing the anti- 
gen, in making the injections, and in collecting 
the serum, all possible care is used to prevent 
infection and contamination. Contaminated 
serum is useless as it may give misleading re- 
sults. Sterile serum may be kept for months and 
even years in the cold without much loss of po- 
tency, preferably in small bottles or tubes of 
say 1 to 2 ee. or so. A small amount of chloro- 
form of other preservative may be added. In 
order to avoid opalescence of the serum, rabbits 
should fast for 18 hours or so before they are 
bled. 


Test of Streneth of Precipitin Serum.—To de- 
termine the strength of a precipitin serum one 
determines the highest dilution in salt solution 
of the antigen—the serum or blood used in the 
injections—with which the precipitin serum 
forms a precipitate within a short time at room 
temperature. In each of a series of small, clean 
tubes is placed a small quantity of antigen dilu- 
tion, the first tube receiving the lowest dilution, 
the next the next higher, ete., (for example, 
1:500, 1 :1000, 1:1500, 1 :2000, ete.) ; there is now 
introduced by means of a pipet about 0.1 ce. of 
antiserum at the bottom of each tube, especial 
care being taken to get a precise line of con- 
tact between the two fluids. The tubes are 
kept at room temperature and watched for the 
formation of a grayish-white precipitate at the 
plane of contact. If a precipitate forms almost 


at once in the antigen dilution of 1:1000, the 
antiserum is strong enough to be used for blood 
tests for forensic purposes. 


Such antiserum 





usually gives reactions in much higher dilutions — 
—1:20,000 or higher—after a longer time, say 
twenty minutes. The strength or titer of anti- 
serum is designated by the dilution of antigen 
with which it forms a definite precipitate within 
a given time, at room temperature. For in- 
stance, if an antihuman serum gives a precipi- 
tate within twenty minutes in a dilution of hu: 
man serum or blood of 1:20,000, its strength 
or titer is said to be 1:20,000 at twenty minutes. 

To make tests with dilutions of the whole 
blood, the corpuscles are laked by means of 
water; the normal salt content is restored by 
adding the required amount of 1.8 per cent. salt 
solution (double the strength of physiologic 
sodium chlorid solution), and further dilutions 
are made with salt solution of the usual 
strength. When fowl antiserum is used, the 
salt content of all dilutions should be 1.8 per 
cent., as then there is less danger of non-specific 
reactions. When fowl antiserum is taken out 
of the ice box it should be left at the room tem- 
perature for an hour or two before it is used. 

In place of the contact method, some observers 
mix the antiserum with the antigen; a positive 
reaction now appears in the form of a diffuse 
cloudiness of the whole mixture. This method 
is not as precise and sensitive as the contact 
method, and is not recommended for practical 
tests. 


Tests for Specificity—On account of the re- 
lationships of species, a strong precipitin serum 
may form precipitates with blood, at least in 
low dilutions, of species related to that species, 
the blood proteins of which were used for the 
production of the serum. Indeed, any strong 
antimammalian serum may react in low dilu- 
tions—1:10 or so—of mammalian serums or 
blood generally. In the ease of kindred species, 
the precipitin affinites often are more marked ; 
for instance, an antigoat serum may react with 
sheep and beef as well as with goat serum or 
blood. Other closely related groups are the 
horse, ass, and mule; the dog, wolf, and fox; 
the domestie fowl, turkey, goose, duck, and pi- 
geon; the hare and the rabbit, each with more 
or less pronounced common precipitin reactions. 
Man and monkey, from the highest down, con- 
stitute another group with special precipitin in- 
terreactions. How it nevertheless may be pos- 
sible by the precipitin test to identify the blood 
of individual species will be discussed later. As 
each antiserum may vary in the number and 
strength of its precipitins, and as it must be 
known to be free from non-specific reactions be- 
fore it is used, it is necessary, besides fixing its 
potency, to determine the exact range of its ac- 
tion. For this purpose, tubes are prepared with 
dilutions of as many other serums or bloods be- 
side that used in the production of the serum 
as seem necessary to afford a thorough test, cer- 
tainly not less than two to four, the antiserum 
added as described before, and the results no- 
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ted. At the same time the antiserum is tested 
with salt solution only to determine whether any 
precipitate then forms. 

A usable antiserum must be clear; it must 
have a certain minimum specific precipitin 
strength, and it must not give any misleading 
non-specific reactions. To illustrate: If an 
antihuman serum is clear; if it forms a pre- 
cipitate practically at once in a 1:1000 or high- 
er dilution of human blood or serum; and if 
with that of any other species, then in very low 
dilutions only, say from 1:10 to 1:100, and much 
more slowly, save possibly in the case of the 
monkey (group reaction); and if it does not 
form any precipitate with salt solution, then 
it may be used for tests for human blood for 
forensic purposes. 


Preparation for Material.—Materials submit- 
ted for blood tests usually are stains and spots 
on any of the great variety of objects on which 
blood may fall or be smeared. Among the ar- 
ticles submitted for examination of suspected 
spots and stains will be knives, firearms, axes, 
wrenches, hat-pins, automobile fenders, spades, 
forks; shoes and gloves; all kinds of wearing 
apparel, towels, paper, boards, baseball bats, 
flooring, grass, paper money, stone, mortar, 
cement, earth, ete. The first question to decide 
is whether the suspicious spots consist of blood, 
and for this purpose we use well-known chemi- 
eal, microscopic, and spectroscopic methods 
which I shall not attempt to describe now. It 
is necessary to determine whether spots are made 
by blood, not only because blood may be simu- 
lated by paint, fruit juices, and in other ways, 
but also because spots made by protein materials 
other than blood may react in the same way as 
blood to the precipitin test. For instance, anti- 
human serum alone will not distinguish spots 
by human blood from spots by other human pro- 
tein-containing material such as albuminous 
urine, purulent sputum, exudates, and transu- 
dates all of which contain globulins and albu- 
mins that occur also in blood. Precipitin serum 
produced in the usual way contains individual 
yet species-specific proteins for these and per- 
haps also other proteins. For this reason, all 
that antihuman serum ean tell us is that the 
spots are made by human proteins, and whether 
they are made by blood must be determined by 
special tests for blood. 

At this point let me say that pure hemoglobin 
is a precipitinogen. The precipitin reaction off 
hemoglobin is fully as sensitive as that of serum. 
The tendency to overlapping in closely related 
mammals e. g. man and monkey, sheep and goat, 
and in fowls needs further study. I find hemo- 
globin precipitins to be of great value in the 
identification of blood. The hemoglobin test ob- 
viously is a direct test for blood while the usual 
serum test is more a test for various species pro- 
teins. A blood spot giving the precipitin test for 
human protein, and therefore apparently con- 








sisting of human blood, might be made by anima] 
blood falling on a place where human sputum 
albuminous urine or bloodless exudate might be 
deposited. In such problems the precipitin 
test for hemoglobin may be useful. 

All glassware and other articles used in the 
precipitin test must be clean and sterile. Salt 
solution (0.9 per cent.) is the best solvent for 
extracting proteins from material to be tested. 
If practicable, crusted material may be scraped 
off, ground up, and mixed with salt solution; 
or it may be necessary to place small pieces of 
cloth, paper, or other substances, including some 
or all of a suspected spot, directly into the solu- 
tion. Whenever possible, extracts should be 
made also of unspotted parts of the substratum 
for control tests. In case of lime-containing 
material a cloudiness may result that will clear 
on passing COs. into the extract. 

How long to continue the extraction depends 
on the quantity and the solubility of the pro- 
tein in question; if it is to be kept up for more 
than one or two hours, the mixture better be 
put in the ice box and a little chloroform added 
to restrain the growth of bacteria. The passage 
of protein into solution is indicated if bubbles 
made by blowing through the fluid with a pipet 
tend to persist (foam test) ; also if cloudiness de- 
velops on application of the nitric acid heat 
test. When the nitric acid heat test barely 
causes a faint opalescence in a blood dilution, 
its strength is regarded as about 1:1000. Com- 
parative foam tests, known blood dilutions be- 
ing used as the standard, also help to fix the 
strength of an extract. A 1:1000 dilution of 
blood is practically colorless by transmitted 
light. The extracts should be clear as water; 
turbid extracts must be cleared by filtration or 
centrifugation. The reaction must be neither 
strongly acid nor alkaline to litmus; for neutral- 
ization, 0.1 per cent. sodium hydroxid or hydro- 
chlorie acid solution should be used; dilutions of 
blood 1:1000 rarely need to have the reaction 
corrected, but extracts of wood, bark, and 
leather may contain acids that cause cloudiness 
in rabbit serum. 

In ease of cloth with suspicious stains that 
yield no information on scraping or soaking, it 
is a good plan to cut out small pieces from the 
stains and tease them apart. The single threads 
runnings in the depth of the stained part may 
be inerusted with blood. Even when cloth has 
been washed, incrustations may be found in the 
depth, especially, of course, if the cloth is of a 
heavier sort. 


The Actual Test for Controls—The precipitin 
test requires conscientious controls to guard 
against error; the antiserum must be tested 
with salt solution, with the blood against which 
it is known to act, and with other bloods in or- 
der to make sure that it gives specific reaction 
only. To avoid still other possible chances of 
error, the extract of the unknown blood must be 
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tested with normal rabbit serum or, if fowl anti- 
serum is used, with normal fowl serum, and ex- 
tract of blood-free parts of the substratum on 
which the unknown blood was situated is always 
to be tested with antiserum. These precautions 
have to be observed in every forensic precipitin 
test—nothing may be taken for granted. Assum- 
ing now that spots on a shirt that have been 
shown to consist of blood are to be tested for hu- 
man blood, the precipitin test may be conducted 
in accord with the following scheme, it being un- 
derstood that the quantity of extract or control 
solution in each tube is about 0.5 ¢.c. and of 
antihuman rabbit serum or normal rabbit serum 
about 0.1 ¢.c. These quantities may be reduced 
if desired in order to save material. 


SCHEME FOR PRECIPITIN TEST 


Tubes 
1 Extract of blood on shirt + antiserum 
2 Extract of blood on shirt + normal 
serum (estimated dilution of blood 
in Tubes 1 and 2, 1:1000) 
3 Extract of bloodless part of shirt + anti- 


serum 





4 Salt solution + antiserum 

5 Human blood or serum 1:1000 + anti- 
serum 

6 Blood or serum other than human 1:1000 
+ antiserum 

7, 8, etc. Same as Tube 6, but with different 


bloods. 


If a typical precipitate develops within a 
minute or two in the tube containing extract of 
the blood spot on the shirt and in the tube con- 
taining human blood or serum 1:1000, while no 
precipitate forms in any of the other tubes after 
standing for twenty minutes, all at room temper- 
ature, then the conclusion is warranted that the 
blood on the shirt is human blood. Some obser- 
vers would add provided monkey blood can be 
excluded. ‘ 


Having obtained a positive reaction with the 
extract under these conditions, it is well to deter- 
mine next the highest approximate dilution of 
the extract that reacts with the antiserum after 
twenty minutes at room temperature, thus still 
further verifying the specificness of the reaction. 








SELECTED EXAMPLES OF PRECIPITIN TESTS FOR BLOOD 


Remarks 





The accused claimed the spots were 
caused partly by fish, partly by calf 
blood. 


In this case, efforts had been made 
to wash away the blood, but deep 
in the texture of the shirt the 
threads were still incrusted with 
blood. 


Ax found in ruins of house burned 
down after triple murder. 


Antirabbit chicken serum used. 





reste 





Material Kind of blood present. 
Blood on hat, coat, vest, shirts and Human. 
trousers. 
Blood on miner’s shirt. Human. 
Crust of blood on ax. Human. 
Blood on old newspaper. Rabbit. 
Blood on trousers. Not human. 
Blood on shoes. Rabbit. 


Blood on lining of pocket. 


Blood on floor, walls, mirror, stone 
steps, underwear, jacket, drawer of 
sewing machine; bloody material 
from snow. 


Blood stained man’s drawers. 


Scarf with minute spots of blood. 


Spots of blood on trousers, pocket- 
lining, coats, vests and shoes of two 
young men; blood on charred robe, 
mat, door and floor of automobile, 
on chisel and matches. 


Blood on butcher’s bill-head and sales 
slip, and on clothing. 


Blood from Ford car and from door 
and walls of barn. (Some 50 spots 
examined. ) 


Beef and human. 


Human, except in 
material from snow, 
which contained 
chicken, swine and 
beef blood. 


Horse. 


Fowl. 


All human. 


Beef blood on papers. 


Human blood on 
clothing. 


Human end beef. 


Antirabbit chicken serum used. 


Accused worked at beef killing in 
stockyards. 


Murder in farmhouse where hogs and 
cattle had been slaughtered recently. 


The question was: if not human blood, 
then what kind? 


Same question as in preceding case. 


Butcher accused of murder. 


Accused claimed all spots were from 
bleeding by recently dehorned cattle. 
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Usually the only questions asked are whether 
certain spots and stains are due to blood, and if 
so, to human blood; but sometimes it becomes 
necessary to determine if possible the exact spe- 
cies of blood that is not human. The same scheme 
is applicable in general with, of course, such 
changes as to antiserums and controls as are in- 
dicated in the given case from the facts at hand. 
If the blood-corpuscles are preserved, it may be 
possible to determine from the absence or pres- 


ence of nuclei whether or not one is dealing with 


mammalian blood. The question whether more 
than just one kind of blood is present may be 
raised. In mixtures each kind of blood present 
can be identified by the precipitin test; in such 
cases antiserums of high potency may be desira- 
ble to detect proteins present in small amounts. 
The claim might be made that a blood stain, 
which reacts with antihuman serum, is not made 
by human blood but by the blood of an animal, 
e. g. dog, falling on clothing or other articles 
stained before or afterwards with albuminous 
human urine or some other product containing 
human protein. In such eases the corpuscles in 
the stain should be studied with special care to 
determine, if possible, whether they are consist- 
ent in size, shape and structure with the claims 
advanced; and then additional precipitin tests 
should be made as indicated, to-wit with anti- 
canine serum if it is claimed that dog blood is 
present. In eases such as now assumed antihe- 
moglobin serum may prove of decisive value. 


Factors that May Interfere with the Reac- 
tion.—The power of blood to react with precipi- 
tin may be reduced or suspended by aleohol, by 
formaldehyd, cresol, corrosive sublimate, and 
other germicides, by acids and alkalis and other 
chemicals, by peptic digestion, by decomposition, 
and by heat. Badly decomposed blood may react, 
but it is hard to get clear extracts. Fluid blood 
is said to lose power to react on being heated at 
from 60 to 90 C., but dried blood may resist heat- 
ing at 150 C. Rust also is said to change blood 
so that it reacts less readily. Blood-stains on 
shoes blackened over may be detected after neu- 
tralization of the solution. In such eases the 
shoe-strings should be examined carefully. Blood 
in spots from fifteen to sixty years old has been 
identified successfully. 

Dried blood resists harmful influences much 
better than fluid, and if blood found in the fluid 
state is to be kept for tests later on, it is better 
to dry samples on filter-paper than to keep it in 
fluid form in which it may decompose. Under no 
cireumstanees should blood or bloody material 
for the precipitin test be put in alcohol, because 
aleohol causes changes that interfere with the 
test. 


Other Uses of the Precipitin Test—The precipi- 
tin test may be of value also in the identifica- 
tion of bone and other tissue, the origin of which 
is in doubt, as perhaps only fragments and seraps 
are at hand. When dissolved, the proteins in 





and of the tissues give the same general re. 
sponse to the precipitin test as the proteins of 
the blood of the species concerned. An excep- 
tion to this rule is the crystalline lens, which is © 
unique, as it reacts only to serum produced by 
injections of lens substance, and that without re- 
gard to species. Bone should be reduced to pow- 
der, washed thoroughly with ether or benzene to 
remove the fat, dried, and then extracted with 
salt solution. Tissue of other nature may be 
treated according to the same principles. Such 
extracts are tested in the same general way as 
blood extracts. 

Putting white of egg in urine to simulate al- 
buminuria, and spattering non-human blood on 
clothing and bedding to feign spitting of blood, 
have been detected by the precipitin test. The 
test is used to detect adulterations of meat prod- 
ucts, particularly sausages, and other foods, as 
flour and honey; it has been found of value, too, 
in other ways. 


Special Methods for the Differentiation of Blood 
of Closely Related Animals.—In thousandfold 
dilution a blood may react so much more prompt- 
ly with its own anti-serum than with even lower 
dilutions of related blood that commonly no dif- 
ficulty arises, provided the limits as to dilution 
and time are followed exactly and the necessary 
controls included. To repeat: <A reaction be- 
tween an antihuman serum and a thousandfold 
blood dilution is diagnostic of human blood, pro- 
vided it becomes evident within a few moments 
and that within twenty minutes at room temper- 
ature no reaction occurs between the same anti- 
serum and like dilutions of the bloods selected 
for the control tests. Sutherland made a special 
study of stains by the blood of many monkeys, 
his tests. being made with the dilutions and time 
limit just set forth, and in no instance, not even 
in the case of the orang, did he get a positive re- 
sult with antihuman serum; consequently, spe- 
cial methods do not seem necessary to distin- 
guish human from monkey blood. These obser- 
vations should be repeated so that if possible 
final standards may be fixed. In this country 
the question whether ape or monkey blood may 
be present is not likely to arise frequently. 


That differentiation may be difficult is illus- 
trated by the ruminant group. <Antibeef serum, 
for instance, may react in high dilution of beef, 
sheep, goat, and perhaps also other ruminant 
blood. Indeed, any antiruminant serum may 
react with any ruminant blood in considerable 
dilution, although not with equal promptness in 
all eases. Several expedients have been recom- 
mended in this and similar cases: 


1. Specific Absorption.—This is based on the 
principle that by mixing, let us say, antibeef 
serum with goat serum and then removing the 
resulting precipitate, the special antigoat precip- 
itin will be removed. 

Cross Immunization.—This consists in ob- 
taining precipitin serum from one animal for 
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the proteins of a related animal. Injecting cer- 
tain Old World monkeys with human serum, Uh- 
Jenhuth obtained antihuman precipitins, but this 
result seems to be quite exceptional, as neither 
Sutherland nor Berkeley were able to confirm 
it. Uhlenhuth was able to demonstrate hare 
blood on a cane by means of antihare precipi- 
tins developed in the rabbit, antihare fowl serum 
reacting equally well with hare and rabbit blood ; 
he also found that the fowl produces antipigeon 
precipitin and the pigeon antifowl, but cross im- 
munization failed in the case of the horse-ass, 
and goat-sheep. 

3. Dilution of the Antiserum and of Antigen. 
—Dilution of antiserum may so weaken confus- 
ing group precipitins as to cause their practical 
elimination and still leave the main precipitins 
strong enough to give a specifically diagnostic re- 
action under the conditions prescribed for for- 
ensic practice. For diluent, Sutherland and 
Mitra recommend normal serum of the same 
kind as the antiserum. 

It is, of course, in the low blood or serum dilu- 
tions that antiserums of high potency give the 
most marked group reactions. As the dilutions 
of the blood or serum of a group are increased, 
the reaction narrows down more and more, and 

-in high dilutions there may be no question as to 
its specifieness. Hence, determination of the 
highest dilution in which a suspected blood re- 
acts with a given antiserum, if properly con- 
trolled, may solve the problem. 

4. Special Study of Rapidity and Measure of 
Reaction —-Hamburger recommends that in the 
ease of a stain that reaets with antiruminant 
serum, for instanee, separate parts of the extract 
be tested with antigoat, antisheep, and antibovine 
serum in the usual way, and the results eare- 
fully noted. The antiserum that gives the most 
rapid and profuse precipitate supplies the clue. 


Systematie detailed studies should be made on 
the blood of closely related animals in order to 
determine more fully to what extent differentia- 
tion can be made by these and possibly other 
methods. 

PRECIPITIN TEST FOR SEMEN 


The injeetion of rabbits with the seminal 
fluids of swine, beef, horse or man induce the 
formation of specific precipitins for the homo- 
logous fluid and (except possibly in the ease of 
bovine semen) also for the homologous blood 
serum. The extraet in salt solution of human 
spermatozoa gives the same result as the semi- 
nal fluid. The precipitins for blood serum in 
antisemen serum may be removed completely by 
Selective absorption with an equal quantity of a 
1 to 200 dilution of the corresponding serum. 
The seminal precipitin reaction, which is spe- 
cies-specifie and reveals the presence in semen 
of a substance or substances peculiar to it, may 
be of value in determining the nature of sus- 
pected spots and stains. So far as I have been 
able to learn no reports have been made as yet 
of the use of this test for medicolegal purposes. 


THE MEDICOLEGAL APPLICATION OF BLOOD GROUPING 


The main factors in blood grouping are two 
inheritable agglutinable substances known as ag- 
glutinogens A and B. According to the distribu- 
tion of agglutinogens A and B, human beings 
fall into four genetic blood groups: O = no ag- 
glutinogen, A agglutinogen A, B = aggluti- 
nogen B, AB = agglutinogens A and B. The 
interactions of these four groups are tabulated 
as follows: 


The The 
SERUM CORPUSCLES 
Are 
Bioop GROUPS Agglutinates Agglutinated 
Corpuscles by Serums 
of Groups of Groups 
O (Jansky 1, Moss 4) A B AB (no 
agglutinogen) 
A (Jansky 2, Moss 2) B AB O B 
B (Jansky 3, Moss 3) A AB O A 
AB (Jansky 4, Moss 1) (no O A B 
agglutinin) 


Grouping of Blood Spots.—The precipitin test 
does not distinguish between races or persons, 
but blood grouping may be of value in efforts 
to trace blood spots to their souree. The prob- 
lem is simple: If the blood in question is of the 
same group as the blood of the person involved, 
it may be his or her blood, but if it is of a differ- 
ent group it is the blood of.a different person. 
The blood group test has been applied with ad- 
vantage in several eases recently, and the more 
useful method appears to be the demonstration 
of the agglutinogen of the blood in the 
spot by its power to absorb the correspond- 
ing isoagglutinin. In blood spots the aggluti- 
nogens persist longer than the agglutinins. 


Blood Grouping and Parentage—An aggluti- 
nogen does not appear in a child unless present 
in at least one of the parents. As they are in- 
herited as dominant, independent, permanent 
characters, the agglutinogens can serve as the 
basis for tests that may be of value in studying 
problems of parentage. 

Three statements will summarize adequately 
the fundamental relationships between the blood 
groups of parents and children: 

1.—The appearance of an agglutinogen in a 
child means that it must be present in at least 
one of the parents. : 

2.—Sinece persons of groups A and B may 
carry an unapparent but heritable factor which 
determines the absence of agglutinogen, the re- 
cessive O (or R) of the literature, a child of 
eroup O may be born of any combination of 
groups O, A, and B (possibly also AB). 

3—It is agreed generally, though it is 
still debated, that a child of group O can not 
have a parent in group AB, and vice-versa, a 
child of group AB ean not have a parent in 
group O. 

Statistical treatment of mass data and the re- 
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these statements, and occasional apparent ex- 
ceptions are due either to error in technic or er- 
roneous information as to parents. 

Without knowledge of the group of the sec- 
ond parent the claim of one person to be a par- 
ent may be justifiable so far as blood grouping 
goes except possibly if claimant’s group is O and 
the child’s AB or, vice-versa, the claimant’s 
group is AB and the child’s O. 

Refutation of parentage, on the ground of gen- 
etic incompatibility of the blood groups in ques- 
tion, is the main definite result of the applica- 
tion of blood grouping to problems of parentage. 
For the rest only possibilities can be indicated. 
Even when the mother and child and a supposed 
father belong to a single group, notably A or B, 
individual identifications cannot be established 
because so far as blood grouping goes other mem- 
bers of the same groups would have equal stand- 
ing. 

Two women claimed the same boy as son. With 
one of the women was a man alleged to be the 
father of the boy. In such a ease 11 possible 
combinations of blood groups for the man, the 
woman and the child would refute the claim of 
the man and the woman to parentage of the boy. 


CoMBINATION OF BLoop Groups DEFEATING CLAIM 
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I have dwelt on the details of blood tests for 
medicolegal purposes not wholly because of their 
great practical value. I have had in mind also 
the fact that they illustrate clearly the great 
need of improvement and expansion in our medi- 


eolegal organization and equipment if we are to 
reap the full benefits of the most effective prac- 
tical application of advancing knowledge. For 
various reasons forensic medicine in the United 
States remains largely in a rudimentary and un- 
organized state. Under the archaic system of 
county coroner, which still prevails in most 
states, the routine medicolegal work is entrusted 
for the most part to political hangers-on who 
have not the required fitness or interest for 
their task. The standards of post mortem ex- 
aminations and records in most places are dis- 
gracefully low. There has been and is a lack of 
interest on the part of officials, physicians, and 
lawyers in building up the various departments 








of forensic medicine which consequently 
falls far short of its possible social value. The 
selection and payment of so called expert wit- 
nesses by litigants is a most serious obstacle to 
progress and it is true that ‘‘the uncertain and 
contradictory character of expert testimony has 
weakened its force and effect in the trial of 
causes.’’ With the single exception of the Mass- 
achusetts Medicolegal Society and its journal, 
we have no societies or periodicals of any conse- 
quence devoted to medicolegal practice and re- 
search. A few textbooks on forensic medicine 
have been published, it is true, but in other re- 
spects the contributions to the subject are scanty 
and seattered, and they show, with notable ex- 
ceptions, little evidence of fruitful research. In 
the medical schools the formal teaching in this 
field is perfunctory and as a rule wholly didae- 
tic; as yet no effort has been made in any of our 
universities to co-ordinate and develop actively 
the medicolegal instruction in their schools of 
law and medicine. Finally this indictment may 
be closed at this time by emphasizing that the 
provisions for the work in medicolegal practice, 
in the larger sense, are everywhere utterly in- 
adequate. There is in this whole country not a 
single, fully equipped and adequately manned 
medicolegal institute. But our medicolegal 
problems are not falling off in number or impor- 
tance and there is increasing need for better med- 
icolegal work and for a more active development 
of forensic medicine in the United States. To 
stimulate interest and research in medicolegal 
problems and to raise the standards of practical 
medicolegal work, there is needed, it seems to me, 
an organization of national scope to include all 
the various phases of forensic medicine, and 
there will be needed also perhaps increased facil- 
ities for publication. It is encouraging that the 
American Medical Association is planning to in- 
troduce a session on medicolegal topics in one of 
its sections. Owing to constant progress in the 
contributing sciences—clinical medicine, path- 
ological anatomy, chemistry, microbiology, im- 
munology, genetics,—there is particular and con- 
tinuous need of integrating these sciences in their 
medicolegal relations. The situation demands 
not only replacement of the coroner system by 
one far more effective, such as the Massachusetts 
system, but also the establishment of fully 
equipped medicolegal departments or institutes 
designed to meet the needs of city and state. Are 
not the conditions in Massachusetts now ripe 
for such an institute? 
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THE MASSACHUSETTS 
BY TIMOTHY 


HE Massachusetts Medicolegal Society had 

its beginnings in the early days following the 
establishment of the Massachusetts Medical Ex- 
aminer System. We are gathered here this af- 
ternoon to celebrate two anniversaries. The 
statute establishing the Medical Examiner Sys- 
tem went into effect on July 1, 1877. Prompt- 
ly the newly appointed examiners began to func- 
tion. With almost equal promptness the Mas- 
sachusetts Medicolegal Society was born. The 
books were opened to any member of the Massa- 
chusetts Medical Society who had been duly 
qualified as Medical Examiner; and who sub- 
scribed to the constitution and by-laws before 
October 1, 1877. There were, of course, pre- 
liminary meetings, but the establishment of the 
Society may be said to have really begun on 
the date set for the closing of the books. 

No history of the Society would be complete 
without a consideration of the conditions which 
led to the overthrow of the apparently perma- 
nently entrenched and_ politically powerful 
coroners, and the abolishment of the coroner 
system. I have discussed this subject recently 
in another communication! and will limit my- 
self this afternoon to mention of the impor- 
tant factors which led to this revolt. 


The coroner system in the United States was 
derived directly from the coroner system of the 
English colonies, established by the British 
crown. The name coroner or crowner signified 
in the early days that the officer was the direct 
personal representative of the crown. In the 
mediaeval period the official did directly and 
personally represent the crown in many of his 
legal activities. As judicial and police systems 
were developed the office was shorn of many of 
its legal duties and functions, and came to be 
concerned almost wholly with determining the 
cause and manner of death of persons who came 
to death by violence. In Massachusetts and the 
other original states following the Revolution 
the colonial judicial system was taken over in 
toto, with such changes in verbiage as the new 
conditions demanded. The new bodies of laws 
gradually formulated by the states after the 
establishment of independence were based on 
the English judicial system and most of the 
English procedure was adopted. The coroner 
system not only remained essentially unchanged 
in the statutes of the original states, but was 
adopted by the states which were later admitted 
to the Union. The absurdity of having an of- 
ficial designated as the representative of the 
crown in a republic which had cast off all al- 
legiance to the crown never appears to have 
penetrated the legal mind. Like the names 
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sheriff (shire-reeve) and constable (comes 
stabuli i. e. count of the stable, master of the 
horse) the name coroner lost significance except 
in relation to its connotation of medicolegal 
service. It is amusing to think what a shock 
would be inflicted on Mayor Thompson of Chi- 
cago, who is hounding his Superintendent of 
Schools as an emissary of King George, to real- 
ize that there is in Chicago an official who is ti- 
tled the representative of the crown, and de- 
rives his title from the British crown. 

The law is slow moving, based on precedent. 
Changes, notably revolutionary changes, in the 
fundamental law are difficult to bring about. 
It required an acute recurrent attack of medico- 
legal colic in Boston to awaken the legislative 
world to the necessity of a radical operation for 
the removal of this embryonic rest, this appen- 
dix of mediaeval inheritance, the coroner law, 
from the local body politic. The law had fune- 
tioned in Boston for 247 years when the Massa- 
chusetts Legislature abolished the system. 

The story of the struggle which produced this 
result is a stimulating tale of fine citizenship 
and splendid codperation of the two professions, 
medicine and law. A leader for the fight was 
found in the person of Theodore H. Tyndale, 
Esq., and I can recommend his papers, pub- 
lished at this time in the Boston Medical and 
Surgical Journal® and in the Proceedings of the 
Medicolegal Society to those who are inter- 
ested in the details. 

The abuses of power and the scandals sur- 
rounding the coroner system had been discussed 
over a period of years. The crisis was precipi- 
tated by the reappointment of an unfit man as 
coroner. A committee of prominent medical 
men was formed and protested to the governor. 
The Boston Medical and Surgical Journal gave 
publicity to the movement, naming the unfit 
person. He brought suit for libel. The Jour- 
NAL sturdily held its ground, made further in- 
vestigation, defied the libelee to bring the matter 
into court, and later announced sorrowfully that 
the withdrawal of the suit prevented the pub- 
lication of the facts which had been unearthed. 
Then followed the joint action of the professions 
and an appeal to the legislature to change the 
law. 

The discussions brought out that the coroner 
system was ‘‘a remnant of past and obsolete 
usages and wholly unsuited to the needs of the 
present times’’; that in case of sudden, unac- 
counted for, or unnatural death, two separate 
and independent questions are to be considered, 
namely, ‘‘What caused the death?’’ and ‘‘Who 
caused the death?’’, it being the duty of the 





medical profession to inquire into and solve the 
former, the latter belonging to the magistrate 
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and the courts; that medical, legal and judicial 
technicalities of procedure and practice made it 
difficult or impossible for one man to success- 
fuly straddle the two professions; that inquests 
were valueless, since the records of testimony 
at inquests were not received by the courts, and 
as far as criminal procedure was concerned, in- 
quests were usually a waste of time and money, 
since under modern conditions the police and 
courts proceeded in an orderly way, without ref- 
erence to and totally ignoring them. 

Gov. Alexander H. Rice in his annual message 
ealled the attention of the legislature to the 
anomalous conditions which existed in the 
coroner situation, ‘‘ At present the number who 
may be appointed is unlimited and has been ex- 
tended far beyond reason or necessity, and has 
sometimes included persons incompetent and 
unfit for the legitimate duties of the office.’’ 

‘‘In London there are four coroners; in New 
York four and four assistants; in Brooklyn, 
Philadelphia, New Orleans and Chicago two 
each; in Baltimore, Washington, Cincinnati and 
San Francisco one each, making a total of twen- 
ty-four, while in Boston there are forty-three 
and in Suffolk County forty-seven. The powers 
and duties vested in coroners are highly impor- 
tant, and their abuse frequent and dangerous. 
They embrace both the functions of physician 
and judge, and it is said that even the verdicts 
of juries are sometimes framed by the coroner 
himself. No process of removal now exists, ex- 
cepting by address to both houses of the legisla- 
ture or to the governor and council, and this is 
impossible during a large portion of the year.”’ 

Mayor Samuel C. Cobb of Boston appealed to 
the legislature to abolish the chaos existing in 
that city by cutting the number of coroners to 
one. 

The cure for the old conditions was the es- 
tablishment of the Medical Examiner System, 
under which the medical responsibility of de- 
terming what caused the death was placed on 
medical men, i. e., medical examiners, and the 
responsibility of determining who caused the 
death was placed upon the legal machinery, i. e., 
the courts. 

It is interesting to note that the medical ex- 
aminer bill passed through the committees and 
through both houses of the legislature without 
the formality of a yea and nay vote. One 
motion to reconsider was promptly voted down. 

The Boston newspapers commented favorably 
in their editorial columns on the passage of the 
bill. The Boston Advertiser (April 8, 1877) in 
its editorial comment, dealt with the historical 
reasons justifying the origin of the coroner and 
his jury. The primitive conditions of the pe- 
riod constituted the coroner not only a crown 
magistrate but a collector of revenue, while the 
jury had the functions carried out by the grand 
jury of today. ‘‘The logical result of the 
changes in the necessities and demands of the 
times is the disappearance of officers and in- 








stitutions sufficing for a former age and the 
creation of others adequate to the wants of to- 
day. The coroner has survived his fitness longer, 
perhaps, than any officer known to the English 
law. Practically he has been dead for hundreds 
of years—the discharge of his duties having 
for centuries ceased to be attended with any 
consequences whatever. He and his court 
mumbled through the old forms in the old way, 
while at the same time and without paying the 
slightest attention to their performance, the 
efficient machinery of the law has proceeded to 
detect and punish crime.”’ 

Under the new law Suffolk County had two 
medical examiners, and other counties were di- 
vided into definite districts to each of which 
was assigned a medical examiner. The success- 
ful outcome of the struggle to abolish the cor- 
oner system centered publie attention upon the 
new system, with the usual result that the per- 
sonnel of the new service was selected with un- 
usual care. The group of officials appointed by 
the governor included a few of the better type of 
medical men (nine) who ‘‘saved for the old order 
of things what little there remained to it of good 
repute or of utility to the public,’’ and who in 
the new medicolegal society. Most of the ap- 
ence. Among these were men of the type of 8S. 
W. Abbot of Wakefield and J. G. Pinkham of 
Lynn who were to be very active members of 
the new medico-legal society. Most of the ap- 
pointees, notably in the cities, were new men Se- 
lected from among the most able candidates. 

Most of these men lacked experience. The need 
for assistance and ecodperation was apparent. 
Though Humphrey Storer had endeavored to 
awaken in the local medical world an interest 
in the new subject of forensic medicine, his ap- 
peals had been coldly met. There was no in- 
struction in the subject offered in the Harvard 
Medical School. It was necessary to build from 
the bottom an acquaintance and interest in this 
new subject, and so there was born the Massa- 
chusetts Medicolegal Society. 

The objects of the new society, as stated in 
the second article of its constitution, were as 
follows: 

‘‘Its purpose shall be to elevate the official 
character of the medical examiner, and to as- 
sist him in the discharge of his duties; to col- 
lect and utilize such facts as have a medicolegal 
value; and to excite a general interest in the 
subject of forensic medicine, and to promote its 
successful cultivation. ’’ 

The society started with a membership of fifty 
regular members and in 1878 had fifty-two . The 
roster for 1878 shows 28 associate members of 
whom 13 were members of the bar, 11 were medi- 
cal men who were not eligible to regular mem- 
bership, and 4 were laymen, presumably inter- 
ested in legal medicine or related subjects. The 
legal list included Oliver Wendell Holmes, Jr., 
now Justice of the Federal Supreme Court, and 
several district attorneys. The medical group 
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included the leaders of the medical profession 
and of the faculty of the Harvard Medical 
School: Henry I. Bowditch, H. P. Bowditch, E. 
G. Cutler, Thomas Dwight, Reginald H. Fitz, 
C. F. Folsom, Edward S. Wood, and William B. 


Hills. 

The president of the new society was Dr. 
‘Alfred Hosmer of Watertown. The Massachu- 
setts Medical Society, to indicate its friendly in- 
terest in the new society, invited the president 
to address the State Society at its annual meet- 
ing June 11, 1878. This address was published 
as the first paper in the Transactions of the 
Medicolegal Society. To quote Dr. Hosmer, 
the new society proposed, ‘‘in the first place to 
protect him (the medical examiner) against the 
danger of isolation, which so encourages degen- 
eration and alienation, and tends to produce an 
individuality composed of the most vicious ele- 
ments; of self conceit, a thing of luxuriant 
growth which thrives best upon a barren soil; 
of wrong-mindedness in much that relates to 
processes of thought and logic; of error in much 
that relates to matters of fact.’’ He dwelt upon 
the value of association and codperation and be- 
came epigrammatie over the stimulating power 
of rivalry. ‘‘Competition and congregation 
quicken both motions and emotions. A race 
against time will not bring out the best speed, 
and cheers come only from a crowd.”’ 

To quote again, ‘‘The society realizes that, if 
it would acquire all of the benefits of combina- 
tion, it must not simply stand for a result which 
is obtained by the arithmetical process of adding 
together the elements of which it is composed, 
but must represent something like the phenom- 
ena of a chemical union, which shall produce 
some qualities unknown in the constituents and 
lead to some new expression of force. It will 
endeavor to confer upon membership such value 
as will attract those medical men whose task and 
education interest them in its objects. It will 
strive to give such a position to the medical ex- 
aminer that it will not be in vain that the office 
seeks the strongest in our ranks, more properly 
among those not yet arrived at the middle period 
of life.’’ 


This last statement makes plain that this was 
a young man’s movement. They had eradicated 
the old brass hats of the coroner system, and 
sought converts and associates among men of 
the early period of life. A sentence indicates 
even an intent to use the influence of the socie- 
ty politically to foster the claims of candidates 
for appointment whom the society approved. 

One of the requirements of membership in 
the society was that: ‘‘Every member shall for- 
ward to the corresponding secretary a report, 
as full and complete as possible, of each case 
which shall receive his official attention.’’ Un- 
der this clause the reports of the medical exai- 
iners were received by the society, classified by 
the corresponding secretary, criticized by a com- 





mittee, and the statistics published in the Trans- 
actions. These data furnished-the only record 
of medical examiner activities between 1877 and 
1885, when, by statute, the Secretary of State 
was made the official repository. It should be 
remembered that during these years the data 
are incomplete, since in 1877-78, for example, 
only forty-one of the fifty medical examiners 
who were members of the society filed reports, 
and no reports were made by the nineteen medi- 
cal examiners who were not members of the 
society. 

The early pages of the Transactions give evi- 
dence of the effort of the Society to assist the 
members in getting a foothold in their new du- 
ties, through the presentation of papers by Dr. 
Edward S. Wood on ‘‘The Relation which 
Chemistry bears to Forensic Medicine’’, and by 
Reginald H. Fitz on ‘‘The Value of Anatomical 
Appearances’’, a review of forensic pathological 
anatomy. Together with these the legal duties 
of the medical examiner are outlined in a paper 
by Theodore H. Tyndale, the father of the medi- 
eal examiner bill. 


An interesting comment on the first year’s ex- 
perience under the medical examiner system is 
presented in a paper by Dr. F. W. Draper. He 
says, ‘‘I think the testimony will be concurrent 
that the law has had exceptional and gratifying 
success aS a new and in a measure experimental 
piece of legislation.’’ After commenting on the 
fact that the difficulties which had arisen 
‘‘mainly grew out of inexperience and mal- 
adroitness in a novel field of duty’’, he sayg: ‘‘I 
shall be pardoned, therefore, if I feel disin- 
clined to make an exposure of my own short- 
coming as medical examiner’’. To us who 
knew Dr. Draper as a highly finished product 
it almost comes as a shock to think of him as an 
apologetic tyro. His well known modesty, 
however, -and the evidence of his thoroughness 
and efficiency in the handling of the cases which 
he cites in this paper, make it evident that in 
searching for perfection he finds himself want- 
ing, where the rest of the world would praise. 


In 1881 Dr. Robert Armory, conscientious 
president of the society resigned both his pres- 
ideney and his medical examinership because he 
found it necessary to absent himself from his 
district for three months in each year. In his 
address he reported that the Medical Examiner 
System was meeting with general approbation 
and called attention to the fact that the new 
system was less costly to the community than 
the coroner system had been. In 1883 the so- 
ciety associated itself with Dr. H. I. Bowditch 
in the collection of data concerning the weight 
and size of the organs of the body and later 
authorized the expenditure of money from the 
treasury for the purchase of books and jour- 
nals devoted to legal medicine for circulation 
among the members. 

The society investigated the medicolegal pro- 
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cedure of foreign countries and published the 
Seotch code of procedure in the examination of 
bodies, together with the statutes and amend- 
ments thereto. State and National Supreme 
Court decisions dealing with medicolegal cases 
were quoted and discussed. Authorities in the 
law and in its practical application to the medi- 
cal examiner’s duties were called to Boston to 
advise the members of the Society, and men of 
wide experience in medicolegal services of oth- 
er states were brought here to address the mem- 
bers. The principal value of the society to its 
members, however, came from the presentation 
of local cases for criticism and assistance. 

Probably the most potent factor in starting 
the medical examiner system on a firm basis and 
in keeping the service at a high point of efficien- 
ey has been the Massachusetts Medicolegal 
Society. The character of the papers which ap- 
peared in its Transactions during the fifty years 
of our survey changed, from lectures by teach- 
ers of branches of medicine cognate to legal 
medicine in the early period, through presenta- 
tion of individual cases in the middle period, 
followed by a tendency to a reversion to the 
earlier method, that of instruction, in the recent 
papers. 

There was need of broad general discussion of 
what was to most of the members a new subject, 
legal medicine, in the early days of the new 
service and new society. Then came a period 
when the members discovered that they were 
developing problems of their own which they 
brought to the society meeting as to a consulta- 
tion table. They could depend upon the urban 
members, notably Woods, Draper, Whitney, and 
the older and more experienced brethren for 
friendly criticism and aid*. Moreover the pre- 
sentation of papers by a large part of the per- 
sonnel developed a proper pride of service and a 
helpful esprit de corps. It is desirable that the 
last word in progress in the medical sciences re- 
lated to legal medicine should be brought out and, 
preferably, by the masters who have opened up 
new fields, but it is also necessary that the in- 
dividual members should broaden themselves 
and add to the standing of the society by making 
formal presentation of their unusual cases. 


The Transactions have been published at in- 
tervals since the establishment of the society. 
The only considerable hiatus in the publication 
came just before and during the war in which 
many of the members saw active service. Pub- 
lication has been re-established through the ac- 
tivities of President Ernest L. Hunt. 

Fifty years trial of the medical examiner sys- 
tem has brought out the basic sanity of the pro- 
cedure and demonstrated its simplicity and ef- 
ficiency. No seandals have arisen such as fre- 
quently marked the functioning of the coroner 
system. Mistakes have been made, human er- 

*The roll of honor of names of the men who made the society 


a success is so long that its publication would almost equal 
in length the roster of society members from the beginning. 








rors of observation and judgment, but the ree. 
ord is morally clean. It should be, in the opin- 
ion of the writer, the duty of the Massachusetts 
Medicolegal Society to give wide publicity to 
the advantages of the medical examiner system 
over the coroner system. Only seven states in 
the Union—Maine, New Hampshire, Massachu- 
setts, Rhode Island, Connecticut, New York 


(partial), New Jersey (optional), have adopted 
this or similar systems, largely because of medi- 
eal and legal inertia, and a lack of knowledge 
that a better system than the ancient one is 
available. It is an interesting fact that the Na- 
tional Research Council has recently developed 
an interest in the medical examiner system, and 
commissioned Dr. Shields Warren to investigate 
the procedure and report to them. The Rocke- 
feller Foundation will shortly publish a series 
of papers on medicolegal methods, throughout 
the world, including a study of the medical ex- 
aminer system. 

The progress which has marked the first fifty 
years of the medical examiner system should be- 
token even greater progress in the coming years, 
The use of the finger print method of identifica- 
tion, the photographie study of the almost 
equally dependable breech imprint in connecting 
cartridge with pistol, and of microscopical com- 
parison of markings in connecting bullet with 
pistol, the more perfect application of the vari- 
ous biological tests to stains of human blood or 
secretions, have replaced procedures in which 
opinion was based on probabilities and not upon 
sure foundations. The science of legal medicine 
is becoming more exact. It is the hope of the 
writer that the next half century will open for 
the medical examiners of Massachusetts with 
new facilities for assisting the outlying medical 
examiner, in the the form of a central laboratory 
so endowed and equipped that application of 
the newest tests of medicolegal science will be 
available at all times. May this presage a new 
period of growth comparable at least to the rec- 
ord of the half century now closed. May the 
historian of the centennial anniversary of the 
foundation of the Massachusetts Medicolegal 
Society find the coroner system abolished 
throughout the Union. May he, in addressing 
a national organization composed of medico- 
legal societies from each of the states, have as 
clean and progressive a chronicle to record as 
has been the pleasant duty of the writer! 
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THE FUNCTIONS OF THE MASSACHUSETTS MEDICOLEGAL SOCIETY 


BY GEORGE BURGESS MAGRATH, M.D. 


HE Massachusetts Medicolegal Society is 

primarily an association of the Medical 
Examiners and Associate Medical Examiners of 
the Commonwealth. It is, therefore, natural that 
the activities of the Society should be connected 
mainly with matters in which as physicians com- 
missioned to investigate, in the name of the state, 
deaths deemed appropriate for official medical 
inquiry, they are especially interested. 

These activities centre about the stated meet- 
ings of the Society, which occurring thrice an- 
nually, are occasions for the presenting of com- 
munications by members, for the addressing of 
the Society by guests, and for the general discus- 
sion of such matters as from time to time may 
be brought up for consideration—matters relat- 
ing to the performance of their duties by Med- 
ical Examiners, situations arising in the course 
of their official experience, or problems connect- 
ed with the interpretation of the statutes gov- 
erning the Medical Examiner Service, or with 
proposed changes in such. Now and again the 
program of a meeting is varied by the introduc- 
tion of a demonstration in the post mortem room 
or in the anatomico-pathological museum. 

The reports of these meetings as published in 
the Transactions of the Society form a contribu- 
tion to the current literature of legal medicine. 

The potential value of meetings of this sort is 
high. The opportunity to learn by personal ex- 
perience does not fall to all alike, and casuisties, 
earefully selected and well-presented, are inev- 
itably instructive. Papers embodying the results 
of research in the medical sciences or in their 
related branches, fruitful in facts available for 
use in legal medicine, both widen the knowledge 
and strengthen the hands of him who practises 
it. Comment on the law in its relation to med- 
icine, and interpretation of the statutes govern- 
ing medicolegal inquiry, by Attorneys General, 
by District Attorneys, or by other representative 
members of the bar, from time to time have 
thrown light on dark places and helped the Med- 
ical Examiners and their Associates, unprovided 
as they are, with any official legal adviser, to a 
clearer conception of their duties, their respon- 
sibilities, and their rights. 

The activities of the Society, as thus outlined, 
bid fair to continue. It is to be hoped that ev- 
ery Medical Examiner and Associate Medical 
Examiner eligible for membership in the Society 
under its by-laws, will be enrolled. It is de- 
sirable that associate membership open as it is 
to physicians interested in legal medicine, and to 
members of the bar, be increased. It is certain 
that active members should contribute more 
freely to the programs of the stated meetings, 
and by their attendance thereon and their par- 
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ticipation therein show collectively an increased 
sense of responsibility for the welfare of the So- 
ciety. 

What, if anything, remains as a further ob- 
jective for this Society? In what ways other 
than those specified as characterizing its usual 
activities can it be helpful? 

The answer to this question involves a survey 
of certain basic facts,—facts as old as the Med- 
ical Examiner Law itself, the semi-centennial of 
which we are now observing,—and facts integral 
with it. This law, while explicit in the matter 
of the principle which has made it famous—the 
complete disseverance of the medical and the 
judicial activities involved in the medicolegal 
investigation of a death, is vague and non spe- 
cific in many matters of detail. Whether in 
their wisdom or their ignorance, the framers of 
this law left it for future generations to adapt 
it to the needs of any given time. Hence, the 
history of the Massachusetts System of medico- 
legal inquiry is a study in evolution, the active 
participants in which are the officials by whom 
the law is administered—the Medical Exam- 
iners and their Associates. Each Medical Ex- 
aminer is in a large measure a law unto him- 
self—a ruler in his own principality. When ap- 
pointed to office he is furnished with no book ot 
rules, other than the highly non specific statutes. 
He is tendered the services of no tutor or precept- 
or. He finds at his disposal no manual of prac- 
tise, no guide to procedure. He must decide for 
himself in what instances he will take jurisdic- 
tion, to what extent he will pursue his inquiries, 
and with what degree of thoroughness in his ex- 
amination of a dead body he will be satisfied in 
arriving at a conclusion as to the cause and man- 
ner of the death, such as to warrant his sub- 
scribing to an opinion thereon. It is for him 
to decide what sort of records he shall keep and 
what manner of reports he shall turn in to the 
District Attorney and to the Court. In other 
words, save for what he may learn from some 
other Medical Examiner, what he does in the 
performance of his official duty is mainly of his 
own choosing under a statute so vague and yet 
so elastic that it can be made to adapt itself to 
almost any condition which may arise. 

It is here that the Massachusetts Medicolegal 
Society may serve a most useful purpose. Po- 
tentially the conservator of such documentary 
evidence as may be available of the customs and 
practises of its members—the Medical Exam- 
iners; by nature the custodian of the tradition, 
lore, unwritten law, it may be, whereby Medical 
Examiners are guided in their official activi- 
ties; by its very existence the guardian of the 
fundamental principles on which the Medical 





Examiner service is based, it is for the Society 
through the collective action of its members, to 
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create and to maintain standards of procedure 
which shall. be worthy of the times, adapted to 
current needs, and on a parity, at least, with the 
principles governing private practise at its best. 

These standards, in course of time, by general 
adoption would ensure so much of uniformity of 
procedure throughout the commonwealth as 1s 
desirable, without any objectionable degree of 
standardization, and with advantage alike to the 
public and to the Medical Examiner Service. 

The codifying of standards of practise or prin- 
ciples of procedure by and in the name of the 
Society, the amending of such codification from 
time to time as occasion may warrant, and the 
perpetuating of it for the benefit of those who 
may join our ranks or come after us, suggests 
itself as a latter-day function of this Society of 
real and constructive value. 

An additional field of usefulness for this So- 
ciety lies in the direction of education,—the fur- 
ther training of the public to a realizing sense 





of the value, economic and otherwise, of the re. 
sults of medicolegal inquiry and of the impor- 
tance of thoroughness and skill in work of this 
order. 

Finally, and perhaps chiefly, this Society 
should at all times be prepared to take part in 
legislative activities. It should promptly recog- 
nize and oppose any legislation looking toward 
any modification of the Medical Examiner Law 
other than such as might be initiated or ap- 
proved by the Society itself. It should be very 
eareful in suggesting any structural change in 
the law or in the Service which has grown up 
under it. The present law is quite elastic and 
can probably be made to fit for some time longer. 

During the past twenty years, the writer has 
been absent from less than ten of the sixty stated 
meetings of the Society during that time. He 
takes this occasion to express his appreciation of 
the value to him of the Society and his wishes 
for its continued prosperity. 


_— 
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REMINISCENCES OF THE SOCIETY 


BY OLIVER H. 


Mr. President and Members and Guests of the 
Society: 


FTER so much has been said and so well said, 
there is very little that I can add. I came 
into the membership of the Society in 1887—ten 
years after its organization. J well remember 
those early meetings in the hall of the Medical 
Library at 19 Boylston Place. I was particu- 
larly impressed by the earnest spirit of the 
members. All were busy practitioners of med- 
icine, but their duties as medical examiners, were 
not treated as side issues, but were regarded as 
serious and solemn responsibilities. 


Chemical and microscopic technique then 
lacked much of modern development, but a deal 
of hard thinking was devoted to the work in 
hand. The medical examiner is not really a de- 
tective, but many a criminal would have gone 
free, but for the close and accurate reasoning 
of our early members. A number of the papers 
in our transactions of that period show original 
research and many of them are models of close 
investigation and completeness. 


I did not know all the early members, but I 
particularly remember Dr. Draper, Dr. Breck, 


*Dr. Pinkham, Dr. Abbott, Dr. Gleason, Dr. Tow- 


er, Dr. Presbrey and our beloved Dr. Paine, the 
last survivor of our original members. Dr. Paine 
passed on to his reward during the past week 
at the age of 83, having been a medical exam- 
iner for the long term of forty-nine years. 
Many others have come and some have gone 
on, but the ideals of the original members seem 


*For record and address of author see ‘‘This Week’s Issue,” 
page 154. 





HOWE, M.D.* 


to have survived to the present time. Ties of 
friendship seem to me to be stronger and more 
enduring than in any other body of medical 
men and some members from distant parts of the 
State are very constant in attendance. 

Our seven year terms of appointment are un- 
usual in the service of the Commonwealth, giv- 
ing time for the accumulation of experience. 
Governors have seen fit to re-appoint efficient 
men, thus benefiting by their ripe experience 
so that a man’s service is often measured as was 
Dr. Paine’s by his active life-time. 

On our fiftieth anniversary, we may well scan 
the horizon for a vision of the future. If I were 
to read such a vision, it would show our members 
as more willing contributors of papers for the 
meetings, thus giving out the rich stores of their 
experience for the benefit of their fellows. It 
would include in the membership of the Society 
all medical examiners and associates in the Com- 
monwealth and bring into its associate member- 
ship a larger number of officials, legal authori- 
ties and of scientific men, who would give us of 
their counsel and advice. Our Transactions 
would then be still richer stores of medicolegal 
lore. Our Society is unique in its nature and its 
purposes and should fill a larger place than it 
has ever filled in the past. Centralization of our 
secretary and treasurer and removal of our meet- 
ings to this splendid Museum with abundant 
specimens for illustration, are good omens. 

Let us cherish the traditions of our first half 
century, but never place a limit to our possi- 
bilities for the future. Thus shall we go on to 


larger opportunities and greater heights of 
.achievement. 
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OBSERVATIONS ON THE TREATMENT OF ARTHRITIS WITH 
PARTICULAR REFERENCE TO THE USE OF 
AMMONIUM ORTHO-IODOXY BENZOATE* 


BY MILLARD SMITH, M.D.t 


MMONIUM. ortho-iodoxy benzoate has been 
used by the writer for a period of two years, 
and certain observations have been made which 
make it desirable to qualify and amplify con- 
elusions set forth in a previous preliminary pub- 
lication (1). Of a series of 33 patients which 
had been treated with the drug, only six failed 
to show marked and almost immediate improve- 
ment. Of these six, two received only two doses 
of the drug by rectum, so it might be said that 
a thorough therapeutic test had not been made. 
It was impossible to administer what is consid- 
ered a therapeutic dose in another one of the 
six, due to extreme sensitiveness to salicylates, 
and also to ammonium ortho-iodoxy benzoate. 
There remained only three patients for whom a 
reasonable explanation could not be given for 
failure to improve. 

Since publication of the above mentioned 
paper, a considerable number of patients have 
been encountered in whom the administration of 
the drug has been followed by no relief, and 
sometimes by an aggravation of symptoms. To 
be more exact, this group of patients usually ex- 
hibited one of three types of reaction to the 
drug: (1) No effect was noted, except for the 
initial sensations during and immediately after 
injection. (2) The patient experienced relief 
from pain for a period of six to twelve hours 
and then either was no better than before in- 
jection or felt somewhat worse. (3) A rather 
severe reaction to the drug occurred, and the 
next day the patient complained of weakness, 
anorexia and a sensation of nervous instability, 
and the joint symptoms were accentuated. There 
were variations from these general types of re- 
action, but most of the patients who received no 
relief from the drug could be classified into one 
of these groups. 


A study of the patients who were not benefit- 
ted has produced the universal observation 
among them of constipation or some form of 
gastro-intestinal dysfunction. But few cases 
in which the only focus of infection was found 
to be in the teeth, tonsils, nose or sinuses, have 
failed to obtain marked improvement after ad- 
ministration of the drug. In fact, at present, 
the writer is able in any given case, to predict 
with a very high degree of certainty, on the 
basis of symptoms and physical examination, the 
probability of relief to be expected from ammo- 


*From the Department of Medicine, University Hospital, Ann 
Arbor, Michigan. 

This paper is based partly upon observations of patients at 
the Boston City Hospital, Fourth Medical Service, the Infirmary 
for Nurses at the Children’s Hospital, Boston, Massachusetts, 
and in private practice. 

tFor record and address of author see “This Week’s Issue,” 
Page 154. 





nium ortho-iodoxy benzoate. Very few patients, 
in whom it has been impossible to elicit a symp- 
tomatology sufficiently suggestive to incriminate 
the gastro-intestinal tract, have failed to derive 
benefit from the drug. 

Of a series of 65 cases that had received at 
least five intravenous injections of the drug, 
29 obtained no relief, 12 obtained only partial 
relief, and 24 were markedly improved. Of the 
group of 24, only two complained of constipa- 
tion; one was probably absorbing toxin from the 
large bowel (see Case 6 of appended cases) and 
the other showed no evidence of foci elsewhere. 
The group of 29 who obtained no relief and the 
group of 12 who obtained partial relief were all 
afflicted with constipation of long standing and 
showed, on physical examination, no evident foci 
of infection. The 12 who obtained partial im- 
provement really fall in with the group of 29 
unimproved, because the relief was fleeting and 
comparatively slight. The duration of symptoms 
before treatment was begun bears no significant 
relationship to results obtained, because many of 
those in the group of 24 had had symptoms and 
articular changes longer than those in the group 
of unimproved. Cases with recurrence of symp- 
toms more than a week after treatment was 
stopped have not been considered as ‘‘no relief,’’ 
for, regardless of where the focus for absorp- 
tion is situated, symptoms will recur if the focus 
is not removed. 


‘€ AUTO-INTOXICATION’”’ 


The descriptive, but inaccurate, term auto-in- 
toxication has done much to divert scientific 
minds from a careful study of the relation of 
absorption of soluble toxins from the gastro- 
intestinal tract to disease. High colonic irri- 
gations and the use of intestinal antiseptics have 
fallen into somewhat general disrepute, because 
they have been. given indiscriminately and often 
by those whose therapy smacks of quackery. It 
is entirely possible that these measures may have 
therapeutic value in well selected cases, but 
their injudicious employment has done much to 
turn sober minds away from the thesis of the 
gastro-intestinal tract as a focus for toxin ab- 
sorption. Such a thesis has been, and is held by 
many clinicians on presumptive evidence, but 
the absence of scientific proof has made it seem 
fanciful to many who would grant the etiolog- 
ical relationship of foci of infection in tonsils 
and teeth to disease. 

After a careful review of the literature, am- 
plified by an extensive experience, Alvarez? was 
unable to find scientific justification for the the- 
ory of toxic absorption from the gastro-intes- 
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tinal tract. Yet this theory has been propound- 
ed time and again, although no reliable evidence, 
other than clinical impressions or observations, 
has been presented to substantiate the possibil- 
ity of toxic absorption from the bowel. Not in- 
frequently, however, clinical impressions precede 
scientific justification for the theories of dis- 


‘eased processes, and it would seem hardly jus- 


tifiable to discard the existing mass of clinical 
evidence in the absence of extensive serological 
and immunological studies upon this problem. 


After this study of the reaction of patients 
with arthritis to the action of ammonium ortho- 
iodoxy benzoate had revealed the sharp demarca- 
tion of patients into two major groups, those who 
are benefitted and those who are not, the writer 
has become convinced of the idea that in many 
patients with arthritis the focus of infection ex- 
ists in the large bowel and that the arthritic 
process will not be aborted until effective mea- 
sures are instituted to stop this absorption. 


Any condition which contributes to a slug- 
gish action of the gastro-intestinal tract, in par- 
ticular the large bowel, should favor increased 
bacterial growth and absorption of toxic prod- 
ucts. Chronic constipation, indigestion, flatu- 
lence or migraine-like headaches, as well as signs 
of abdominal distension or tympany over the 
course of the large bowel, are indications of a 
sluggish gastro-intestinal tract, and, almost in- 
variably, patients having arthritis together with 
these symptoms or signs have received no benefit 
from injections of ammonium ortho-iodoxy ben- 
zoate. Patients having arthritis initiated by a 
focus of infection in the teeth or tonsils are 
prone to become constipated, and it has occa- 
sionally been noted, after removal of the original 
focus, that the bowel seemed to become a second- 
ary and more persistent source for toxin absorp- 
tion. 


POSSIBLE HARMFUL ACTION OF AMMONIUM ORTHO- 
IODOXY BENZOATE 


Hanzlik* has shown that salicylates increase 
the permeability of the gastro-intestinal tract 
for solutes. The great similarity in therapeutic 
action between salicylates and ammonium ortho- 
iodoxy benzoate has been emphasized’, and pre- 
liminary experiments by Dr. John R. Campbell 
and the writer have indicated that the latter 
drug increases the permeability of the synovial 
membrane. These observations, taken together 
with clinical observations of acute exacerbations 
of arthritic symptoms after the administration 
of ammonium ortho-iodoxy benzoate to patients 
in whom the absorption of toxin from the large 
bowel was suspected, suggest that the reason this 
drug does not benefit these patients is because it 
causes increased absorption of toxin from the 
gastro-intestinal tract by reason of its power to 
alter the permeability of membranes. 

Granting the correctness of such a theory, it 
would seem that there is only one scientifie jus- 





——— 


tification for repeated administration of the 
to such cases, and that is the possibility of active 
desensitization of the patient to the toxin in the 
gastro-intestinal tract, by causing increased ab- 
sorption at regular intervals. This has been 
thoroughly tried in two patients, neither obtain. 
ing any relief from existing symptoms or pre. 
vention of succeeding acute exacerbations. 
Whether or not such a theory is the true ex. 
planation for the failure of ammonium ortho- 
iodoxy benzoate to benefit this group of patients 
is beside the point that it does not benefit them, 
that a few seem to be made worse, and that they 
are composed of a group which is characterized 
by the presence of chronic constipation, indiges- 
tion and other gastro-intestinal difficulties. The 
ability to distinguish this group of patients from 
those who respond favorably to the action of the 
drug will avoid disappointment, expense and in- 
convenience on the part of the patient, while it 
gives to the physician a powerful weapon to be 
used intelligently in those patients who should 
respond to the drug. The great satisfaction in 
being able to predict with a high degree of ac- 
curacy the value of this drug in a given ease is 
obvious. The possible harmful action of re- 
peated doses in those patients who do not re- 
ceive benefit is, of course, debatable, but it 
should be seriously considered before giving re- 
peated injections. 


METHOD OF ADMINISTRATION 


Ammonium ortho-iodoxy benzoate was shown 
to be effective. when given by mouth or rectum’, 
and the use of the drug in this manner appeals 
to a greater number of physicians than would 
be the case if administration were limited to the 
intravenous route. There are, however, certain 
considerations which make it wise to restrict 
oral and rectal administration to a comparative- 
ly few selected cases. While to a varying degree 
effective when administered by mouth or rectum, 
it was not intended to infer that the drug was 
equally effective as when given by vein. In one 
case it has been observed that the administra- 
tion by rectum produced the same degree of in- 
itial symptoms, followed by as much relief as 
might be expected from an intravenous dose. In 
all others the constitutional reaction has been 
slight and the benefit was that which might be 
expected from about 100 grains of salicylates 
taken by mouth. For prompt and striking re- 
lief the intravenous route is preferable. 


It has been noted in those patients who re- 
ceived no benefit from intravenous administra- 
tion that the use of the drug by rectum or mouth 
was frequently followed by exacerbation of 
symptoms, and, in several patients, very trou- 
blesome urticaria followed. These patients 
showed no sensitivity to the drug when admin- 
istered intravenously and it seems reasonable to 
infer that oral or rectal administration is more 
likely to increase absorption of toxin from the 
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gastro-intestinal tract than intravenous admin- 
istration. This theory has seemed to apply to 
salicylates in general and to a well known com- 
mercial preparation, Oxyl-Iodide Compound. 
One patient, following the administration of 
one dose of Oxyl-Iodide, experienced, soon after, 
a rise of temperature of 103°, a severe urticaria 
and pain with swelling in both muscles and 
joints. She had had a similar mild attack after 
the ingestion of twenty grains of sodium sali- 
eylate, while an intravenous dose of ammonium 
ortho-iodoxy benzoate previously had been fol- 
lowed by no change in joint symptoms. 

In choosing patients to whom the drug is to 
be given by mouth or rectum, it is well to select 
those who have reacted satisfactorily to intra- 
venous administration, and certainly those in 
whom there is no gastro-intestinal focus for 
toxin absorption. Debilitated individuals and 
those whose deformities or abnormalities prevent 
the introduction of a needle into a vein may be 
considered as falling in the selected group pro- 
vided the major intestinal contra-indication does 
not exist. 


PROPER SIZE OF DOSE 


Insufficient emphasis has been placed upon the 
proper amount of the drug which should be ad- 
ministered to a given patient. One gram of the 
ammonium salt of ortho-iodoxy benzoic acid has 
been considered, rather arbitrarily, as the thera- 
peutic dose. This has been given irrespective of 
body weight, although most drugs of specific 
and powerful action are usually given on a body 
weight basis. Such a principle should apply no 
less to the drug under discussion. There is an- 
other consideration which should affect the size 
of dose, particularly the initial dose, i. e. indi- 
vidual susceptibility. There is a marked varia- 
tion in individual susceptibility to salicylates, 
and this variation has been observed just as fre- 
quently with respect to ammonium ortho-iodoxy 
benzoate. One patient has been observed who 
experiences great discomfort from five grains of 
acetylsalicylic acid, and it was of interest to note 
that the same amount of ammonium ortho-iodoxy 
benzoate produced the same degree and character 
of uncomfortable symptoms. Since it is not pos- 
sible to. predict individual susceptibility, the in- 
itial dose of the drug should be small. 

In judging the size of dose on the basis of 
body weight, adults may be grouped in two 
classes, those above 110 pounds weight and those 
below. In the light weight class the initial dose 
Should not be over 0.3 gram, and subsequent 
doses up to 0.7 gram will usually prove sat- 
isfactory and safe. Patients above 110 pounds 
weight should receive an initial dose of not over 
0.5 grams, and usually will tolerate subsequent 
doses of 1.0 gram. It is well to increase each 
dose, after the initial administration, by 0.2 
gram of the drug until satisfactory results are 
obtained, but not beyond the point at which the 





patient shows any of the unfavorable symptoms 
to be mentioned. 

In order to obtain objective signs which might 
explain the various uncomfortable symptoms ex- 
perienced during and immediately after admin- 
istration of the drug, a normal guinea pig was 
given 0.3 gram intravenously. Fifteen minutes 
later the animal died and at autopsy showed 
marked capillary dilatation of the sclerae, in- 
testinal mucosa and brain. The lungs, liver and 
spleen were congested. In terms of symptoms 
this generalized vascular congestion would ac- 
count for headache, nausea, vomiting, diarrhea, 
blurring of vision, and difficult respiration. The 
degree of these symptoms should function some- 
what as a guide to the proper size of dose. Head- 
ache and diarrhea should act as danger signals, 
and, when these two symptoms appear, the size 
of dose should be considered as too large. 


NUMBER AND FREQUENCY OF DOSES 


The frequency of administration and the total 
number of doses in a given course of treatment 
have been determined somewhat arbitrarily. The 
symptomatic relief experienced from the drug 
lasts usually for at least 48 hours, except in oc- 
casional cases where one dose may abolish symp- 
toms permanently. For this reason there is no 
point in giving the drug more frequently than 
every other day. Young and Youmans‘ admin- 
ister the drug, as a rule, twice a week. The 
writer has usually given three doses a week. 
Young and Youmans state that a course of treat- 
ment consists of six to eight doses with a vary- 
ing period afterwards before starting a second 
course. It has been the practice of the writer 
to continue administration of the drug until 
the patient receives no further benefit, and this 
usually has occurred in patients with chronic 
arthritis after the administration of 15 to 20 
doses. The method of courses has been tried 
by the writer, but, as a rule, it has been found 
that by the time the patient returns for a second 
course the physio-therapeutic measures, which 
have been used in the interim, have been so ben- 
eficial that further use of the drug is not nee- 
essary or produces only slight change in symp- 
toms. There seems to be no harm in repeated 
injections of the drug. One patient under ob- 
servation has received 32 intravenous injections 
without apparent harm. 


OTHER FORMS OF THERAPY 


At no time has the drug been used to the ex- 
clusion of other forms of therapy. The first and 
most important consideration has been the dis- 
covery and eradication of foci of infection. 
While this was being pursued, the drug has been 
given for symptomatic relief. When such relief 
was obtained, these patients used their joints, 
and in so doing it seems that they have perma- 
nently regained function. It is the opinion of 
the writer that ammonium ortho-iodoxy ben- 
zoate does not cure arthritis, but that the active 
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motion, which it permits, accomplishes the cure. 
In patients who have not received the drug, but 
in whom active motion was compelled in spite 
of pain, the ultimate results have been just as 
satisfactory as in those patients who received the 
drug. Physiotherapy is a most important factor 
in the rehabilitation of patients with arthritis, 
and that form of this art which seems to have 
produced the most permanent benefit is active 
motion with resistance applied nearly to the 
point of the patient’s capability, together with 
muscle (not joint) massage to relieve spasm. The 
greatest obstacle which prevents return of fune- 
tion to arthritic joints is muscle spasm. When 
ammonium ortho-iodoxy benzoate acts favor- 
ably, it abolishes muscle spasm, but it should be 
remembered that vigorous muscle massage, in 
spite of pain, and hot wet applications to spastic 
muscles are highly beneficial in relieving this 
condition. 


Case 1. This patient illustrates rapid and com- 
plete relief of acute symptoms of arthritis, when 
the focus of infection occurs in the nose and sinuses. 

A woman, aged 21 years, whose past and family 
history was unessential, developed a nasopharyngitis 
and urticaria, followed in one week by generalized 
arthralgia. There were no objective signs of joint 
diseases, but pain was sufficiently severe to inhibit 
motion in practically every joint. The nasal mucous 
membrane was inflamed and moist; the septum 
was deviated and polyps were present in both ca- 
nals; there was slight tenderness over both antra, 
and X-ray examination showed increased density on 
both sides. Body temperature and white blood cell 
count were normal. 

Over a period of two weeks the nasal condition 
subsided, but daily administration of 80 grains of 
salicylates, dry baking and applications of methyl- 
salicylate to the joints produced no change in symp- 
toms. At the end of this period a 1.0 gram dose of 
ammonium crthoiodoxy benzoate was given intra- 
venously. The patient experienced a rather severe 
reaction lasting only three minutes, and then stated 
that she felt no pain in any joint on full motion. 
One week later an extensive nose operation was per- 
formed and there has been no recurrence of symp- 
toms in a period of two years. 


CasE 2. This patient illustrates the rapid and 
complete relief from arthritic symptoms of a more 
chronic nature than those of the preceding case, 
but the recurrence of the condition later due to fail- 
ure to remove the focus of infection (tonsils). 

A woman, aged 20 years, whose father and mother 
have arthritis and who had always been well until 
she began nurse’s training, developed acute tonsil- 
litis. This subsided, but her thrcat remained chroni- 
cally injected and she had frequently mild attacks of 
sore throat. Some time after the acute attack and 
during one of the minor recurrences of sore throat, 
she developed pain and stiffness in the joints of the 
right ankle, knee and shoulder. Over a period of 
eight months she was never free from symptoms in 
these joints, and, during bad weather and with slight 
exacerbations of sore throat, the symptoms were 
considerably increased in severity. The arthritis 
finally became sufficiently debilitating to compel her 
to report the condition. 

Upon admission to the infirmary the right knee 
and ankle were slightly swollen, warm and acutely 
tender to pressure and passive motion. The right 
shoulder was tender to pressure and painful on mo- 
tion. She was unable to lift her right hand to her’ 





head, and walking was accomplished with great 
pain. 

She received 80 grains of salicylates daily, and dry 
baking was given to the joints without relief. Finally 
1.0 gram of ammonium ortho-iodoxy benzoate wag 
injected intravenously. Ten minutes later the pa. 
tient was running about the room completely free 
from joint symptoms. 

She was seen by a surgeon who advised tonsil- 
lectomy, and was to have had this performed two 
weeks later, but seven days later all symptoms re. 
turned equal in severity to those of her previous ad- 
mission. Another dose of the drug was given by 
vein with the same degree of relief as before ex- 
perienced. The next day her tonsils were removed; 
they were small and buried, but yielded a pure cul- 
ture of Streptococcus hemolyticus. There has been 
no recurrence of the arthritis in 14 months. 


Case 3. In this case it was predicted that the 
patient would receive marked benefit from ammo- 
nium ortho-iodoxy benzcate, because the _ history 
dated from a peritonsillar abscess and there was no 
evidence of gastro-intestinal disturbances. 

The patient is a man of 29 years whose general 
health had always been good until two weeks pre- 
vius to the onset of his present illness. At that 
time he had a severe sore throat which progressed 
to a peritonsillar abscess. This had entirely sub- 
sided, when one morning he awoke with a very pain- 
ful and swollen left knee joint. The right knee, 
right ankle, both shoulders and all finger joints 
became successively involved. 

His physician treated him with cuppings of all 
involved joints, and salicylates were given internal- 
ly. The extremely acute signs and symptoms sub- 
sided over a period of eight months, but left him 
with marked muscle atrophy, periarticular thicken- 
ing of the joints named above, and a considerable 
degree of muscle spasm which limited motion, to- 
gether with.pain and tenderness in nearly every 
joint. 

Upon admission to the hospital he gave no history 
of constipation, indigestion or flatulence. His ton- 
sils were enlarged and cryptic, and the crypts were 
filled with exudate. The regional lymph glands were 
enlarged and hard. His joints were as described 
above, but in addition, his ankles and feet were so 
swollen that he had been compelled to buy shoes sev- 
eral sizes larger than formerly. 

He was given one intravenous injection of ammo- 
nium ortho-iodoxy benzoate, a half hour after which 
he had no pain on motion of any joint. The next 
morning the swelling of his ankles and feet had en- 
tirely subsided. The only limitation of motion which 
he experienced was in his shoulders, but this was 
painless limitation. 

Two days after the injection, a tonsillectomy was 
performed under local anesthesia, and in three days 
the patient was sent home to convalesce. He re 
turned in one week showing no recurrence of pain 
or swelling in any joint. There continued to be 
limitation of motion in the shoulders due tuo adhe- 
sions. He is now receiving intensive physiotherapy 
in the form of muscle massage, active resistive mo- 
tion, and exercises designed to build up muscles and 
stretch existing adhesions. There has been no re- 
turn of acute symptoms and the joints are showing 
a rapid return to normal mobility. 


Case 4. This patient probably had as the cause 
of her arthritis an intestinal focus of absorption. 
By means of a low protein diet designed to relieve 
constipation and the use of laxatives, absorption was 
inhibited. She reacted well at first to ammonium 
ortho-iodoxy benzoate; then became constipated, and 
a subsequent dose of the drug aggravated her 
arthritic symptoms. 

A married woman, aged 40 years, with the onset of 
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menopause two years ago, developed arthritis in the 
joints of the ankles, knees, wrists and fingers. The 
course of the disease was insidious and at no times 
were there acute exacerbations. When she first con- 
sulted her physician for relief, she was very con- 
stipated and her stools were putrefactive. X-ray ex- 
amination of her teeth and sinuses was negative 
and her tonsils had been removed. She was in- 
structed to take a finely divided diet, containing 
very little meat and an abundance of green vege- 
tables. This was supplemented with mild laxatives. 
Upon this regime, constipation was relieved and the 
stools became non-putrefactive. The joint symptoms 
were not improved after dry baking and massage 
over a period of three months. At the end of this 
period physical examination disclosed a moderate 
degree of periarticular thickening of all the in- 
volved joints. There was slight limitation of motion 
and no crepitus. ‘The joints were painful to pres- 
sure and motion, but not swollen or warm. 

Five 0.5 to 1.0 gram doses of ammonium ortho- 
jiodoxy benzoate were given at intervals of two days. 
From these considerable relief was experienced, in 
that she had been unable to walk more than about 
the house previous to the injections, and after the 
second dose she was able to walk several blocks. 
Improvement was progressive up to the fifth dose 
when she noticed that this injection was not followed 
by.the degree of relief experienced after the pre- 
vious treatments. Upon questioning she admitted 
that at the time of the fifth dose she had not had a 
bowel movement for 24 hours. The sixth dose 
caused slightly more immediate reaction than the 
previous doses, and the next day the joints and 
muscles were more painful than before the first 
injection. In addition the patient was weak, nau- 
seated and had a general sensation of instability. 


CasE 5. This patient was cutaneously sensitive to 
a Berkefeld filtrate made from a suspension of her 
stool. She received no benefit from intravenous in- 
jections of ammonium ortho-iodoxy benzoate, and 
developed a severe and persisting urticaria, together 
with increased joint symptoms, after rectal injections 
of the drug. 

The patient, a woman of 41 years, insidiously de- 
veloped arthritic symptoms in the right knee, six 


- years ago. These symptoms extended later to the 


right ankle and all the phalangeal joints of both 
hands. A history of chronic constipation, abdominal 
fullness and gas after eating extends back over 16 
years. She had been seen by many physicians and 
had had a tonsillectomy, several nose operations 
and abscessed teeth extracted. There had been no 
recent exacerbations of joint symptoms, although 
during bad weather the symptoms were accentuated. 
There was great difficulty in walking and climbing 
stairs, due to stiffness and pain in the right knee. 
Physical examination showed periarticular swelling 
of all of the above named joints and upon motion of 
the knee. there was felt a moderate degree of 
crepitus. All of the involved joints were moderately 
tender to pressure. There was no evidence from 
examination or symptomatology of chronic infection 
in the nose, throat or teeth. Recent X-ray plates of 
the teeth and sinuses were negative. The abdomen 
was prominent and generalized tympany was elicited. 
Seven intravenous injections of the drug were 
given at two day intervals, but there was no change 
in joint symptoms. Two injections were then given 
by rectum without relief. After the last injection by 
rectum, the patient developed urticaria over the 
thighs and tender and enlarged glands in the inguin- 
al and suboccipital regions. The urticaria subsided 
by the next day and the glands within 48 hours. 
Three days later the patient awoke in the night with 
generalized urticaria. This was relieved by adrena- 
lin, but returned in a few hours. For a period of 





four weeks the urticaria persisted and finally became 
refractive to adrenalin and ephedrine. 

‘Soon after the onset of the urticaria, a stool speci- 
men was obtained and a Berkefeld filtrate made of a 
1.0 per cent. suspension in saline. Upon intradermal 
test the patient developed within an hour a wheal 
four inches by eight inches, and a control individual 
showed on intradermal injection the presence of a 
strong, heat labile toxin. 

High colonic irrigations were given daily, togeth- 
er with purging, from time to time, with magnesium 
sulfate, but the urticaria persisted. Finally, intestin- 
al antiseptic (Dimol) was given by mouth and with- 
in 48 hours the urticaria disappeared. During the 
course of this urticaria, the patient’s joint symptoms 
were much aggravated. 


CasE 6. This patient may have received benefit 
from ammonium ortho-iodoxy benzoate because it 
produced diarrhea. A subsequent attack of acute 
arthritis was relieved with high colonic irrigations, 
and there have been no recurrences in 18 months. 

The patient, a man of 33 years, had always been 
well until a month before admission to the hospi- 
tal, when he had a rather severe attack of grippe. 
During this sickness he developed obstinate consti- 
pation, which persisted to the onset of arthritic 
symptoms two weeks later. Bowel movements were 
obtained every two or three days with the aid of 
laxatives. Arthritic symptoms began in the left 
foot and extended to the left knee. No relief was 
obtained from hot, wet soaks in salt solution or the 
administration of salicylates. Finally, when the 
joints of the upper extremities became involved, he 
presented himself at the hospital for admission. 

Upon admission the temperature was 101° F., the 
patient had severe pain and movement was greatly 
limited. The left ankle and knee and both wrists 
were swollen, slightly reddened, hot and painful to 
touch. There was marked spasm of muscles con- 
trolling these joints. Physical examination was 
otherwise negative. There was no evidence for a 
focus of infection in teeth, tonsils, nose or sinuses. 

Six 1.0 gram doses of ammonium ortho-iodoxy 
benzoate were given intravenously at two day in- 
tervals, with complete relief to joint signs and 
symptoms. Each dose of the drug produced an 
immediate and profuse diarrhea. 

A week after the last injection, another severe 
exacerbation of joint signs and symptoms occurred. 
On the day of onset the patient had been two days 
without a bowel movement. For this attack salicy- 
lates were given in large and frequent doses, but it 
was not until he complained to the interne that he 
had not had a bowel movement and was given a laxa- 
tive and enema that his joint symptoms improved. 

After ten days, and preceded by three days of con- 
stipation, a third acute exacerbation of arthritic signs 
and symptoms occurred. The treatment was much 
the same as during the second attack, and the patient 
was relieved by catharsis. 

A fourth attack occurred seven days later just as 
he was to be discharged. This again was preceded 
by the lack of a bowel movement for three days. The 
temperature was 103° F. Practically all of the major 
joints of the body were involved. This was the most 
extensive and acute attack which he had experi- 
enced; the pain was so extreme that the slightest 
movement was excruciating, eating and swallowing 
were an impossibility because the mandibular joints 
were involved and he was able to answer questions 
only in monosyllables. Swelling, redness and in- 
creased temperature characterized all of the joints, 
including the sterno-clavicular and mandibular ar- 
ticulations. The patient had received an enema in 
the morning and by 3:00 in the afternoon had been 
unable to expel it, because of pain. A catheter was 
inserted into the rectum and foul smelling, fecal 
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fluid spurted out. A high colonic irrigation with one 
gallon of saline was immediately ordered. Four 
hours later, the patient was sitting up in bed, cheer- 
fully talking with the other patients. The joint 
signs had subsided, the temperature was normal and 
the patient complained only slightly when the pre- 
viously painful joints were put through full normal 
motion. By the next morning, all signs and symp- 
toms had disappeared. High colonic irrigations were 
continued for one week, the patient was given a 
laxative diet, and discharged in ten days without 
signs or symptoms of arthritis. In a period of 18 
months there has been no return of the arthritic 
syndrome. 


Case 7. This patient is typical of those who obtain 
no relief from the injection of ammonium ortho-iodoxy 
benzoate. 

The patient, a married woman of 40 years, had had 
arthritis for 14 years. The past history was irrele- 
vant except for a long existing constipation requir- 
ing frequent administration of magnesium sulfate 
for relief. The arthritic syndrome began insidiously 
in the cervical spine and extended to the shoulders 
and knees. She had no acute attacks at any time. 
Physical examination showed periarticular thicken- 
ing about the knee joints, without crepitus on motion, 
but with slight tenderness to pressure, and slight 
muscle atrophy of the thigh muscles. There was no 
limitation of motion. The shoulder joints were ob- 
jectively normal, but there was marked muscle atro- 
phy about them. The patient raised both arms above 
her head with difficulty. The abdomen was not dis- 
tended, but tympany was elicited over the entire 
course of the colon. 

It was not expected that ammonium ortho-iodoxy 
benzoate would give any relief, but the patient in- 
sisted on trying the drug. Three intravenous injec- 
tions were given at two-day intervals. After the 
first two injections she experienced no relief; after 
the third injection the joints were stiffened and pain- 
ful, and the patient complained of nausea, general 
malaise and trembling for 30 hours. 


CasE 8. During the acute stage of this patient’s 
illness, partial relief from ammonium ortho-iodoxy 
benzoate was obtained, probably because it caused 
profuse diarrhea. Finally, he became refractive to 
further treatment when the injection of the drug 
ceased to cause diarrhea. The administration of an 
intestinal antiseptic aborted a fever of many weeks 
duration, relieved joint symptoms and was followed 
by the disappearance of chronic constipation which 
had required large doses of laxatives. 

The patient, a man of 31 years, had always been 
well until one year after he had migrated from Ire- 
land to this country. During the past year he had 
been troubled with constipation of increasing severity. 
Eight weeks before admission to the hospital he was 
sick in bed for three days with grippe. On the third 
day of illness his wrists became swollen and painful. 
In the next four days the process extended to elbows, 
shoulders, spine, knees and ankles. Over a period 
of four weeks he was entirely helpless and bedridden. 
He was then admitted to a local hospital where an 
intensive search was made, in vain, for foci of infec- 
tion. The patient insisted, against the advice of a 
competent consultant, on having a_ tonsillectomy. 
This was done, but there was no change in arthritic 
symptoms. While in this hospital, the patient re- 
ceived large doses of salicylates, together with dry 
baking to the joints, without relief. Repeated blood 
cultures were taken because of a septic temperature, 
but all cultures were sterile. The patient was finally 
compelled to leave this private hospital because of 
lack of funds. He was then seen by the writer in the 
Boston City Hospital, this being eight weeks from 
the onset of his illness. 








Temperature ranged between 99 and 102° F. 
face was thin and drawn; he rarely smiled and 
showed evidence of much distress. Examination of 
the mouth, throat, lungs and heart was negative, 
The abdomen was slightly distended and tympanitic, 
The elbows were held in partial flexion, and active 
motion was impossible; the joints were warm and 
swollen, but not reddened. The shoulder joints were 
slightly swollen and warm, and could not he moved 
actively or passively, due to pain and muscle spasm, 
There was marked atrophy of the muscles of the 
upper extremities. The hands were quite swollen 
from slightly above the wrists to the last phalangeal 
joints. The wrists and phalangeal joints were pain. 
ful even when held quiet, and there was sufficient 
muscle spasm to produce a constant tremor. The 
entire spine was painful to pressure or motion. The 
hip joints were not affected. Both knees were held 
in about 10 degrees flexion; the right joint contained 
fluid, was hot, not red, very tender and could not be 
moved on account of extreme pain and muscle spasm, 
The left knee was similar to the right with respect 
to signs and symptoms, excepting that it was not 
in such an acute stage of the process. Both ankles 
were swollen, hot, not red, the left more acute than 
the right, and motion was extremely painful and 
limited. 

The first dose of ammonium ortho-iodoxy benzoate 
produced marked analgesia, and the next morning 
the patient stated that he had had the first full 
night’s sleep in eight weeks. He was able to move 
all joints to a certain extent without pain. The 
knees could be extended fully, and the fluid in the 
right knee joint had almost disappeared. It required 
rather firm pressure to elicit pain over any of the 
joints. 

The second day after the first injection, symptoms 
had returned to a certain degree, and a second injec- 
tion of the drug was given. The relief obtained was 
just as striking as after the first dose, and on the 
third morning the patient was able to feed himself. 


Each succeeding dose of the drug, up to the sixth 
dose, was followed by progressively less relief to 
symptoms, and it is of interest that his temperature 
continued to fluctuate. On the day of the sixth dose, 
he said he was in as much pain as when he started 
the treatment, and he seemed quite discouraged. It 
must be said, however, that his joint signs were cer- 
tainly improved. 

Over a period of 12 weeks the patient received 
13 intravenous injections, eight rectal administra- 
tions, and ten doses of the drug by mouth. In all, 
the patient received 45 grams of the drug. At the 
end of this period, the patient continued to show 
a septic type of temperature, his joints continued 
to show acute exacerbations, at no time being entirely 
free from acute signs, and constipation had become 
more troublesome. 

It should be noted that the first two doses of the 
drug had caused profuse and immediate diarrhea; 
this was not true of succeeding doses. 


A search for foci of infection had been unsuccess- 
ful in showing any focus excepting for the possibility 
of the bowel. With the possibility of intestinal ab 
sorption of toxin in mind, the patient was given an 
intestinal antiseptic (Dimol). In two days the tem- 
perature became normal, the acute joint signs and 
symptoms entirely subsided, and, strangely enough, 
constipation was relieved. There remained marked 
muscle atrophy, periarticular thickening and evi- 
dence, by X-ray examination, of marked joint destruc- 
tion. Nevertheless, the patient was able to get out 
of bed and codperate in physiotherapy measures, as 
he had not been able to do before. Over a period 
of four months’ observation, there was no return of 
acute arthritic signs or symptoms, and his tempera- 
ture remained normal. 











ET gg gE. 























Volume 199 
Number 3 


RHEUMATIC HEART DISEASE—REID 





139 








Summary: 1. <A considerable number of pa- 
tients having arthritis have been encountered 
who either obtain no benefit from repeated doses 
of ammonium ortho-iodoxy benzoate, or are made 

se. ; 

gr: An analysis of these cases has brought out 
the observation that they are constipated or com- 
plain of various forms of indigestion, and that 
they either have no evidence of foci of infection 
or the removal of the foci of infection in teeth, 
tonsils, nose or sinuses is not followed by symp- 
tomatic relief to acute arthritic signs and symp- 
toms. 

3. It is suggested that these patients are ab- 
sorbing toxin from their gastro-intestinal tract 
(bowel). 

4. The possible danger of repeated injec- 





tions to these patients is presented. 


5. The proper size of dose and the frequency 
and manner of administration of ammonium or- 
tno-iodoxy benzoate are discussed. 


6. The search for and removal of foci of in- 
fection and the value of certain forms of phy- 
siotherapy are emphasized. 

7. A series of case histories is given in order 
to illustrate points brought out in the paper. 
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THE PROGNOSIS AND TREATMENT OF RHEUMATIC HEART DISEASE* 


BY WILLIAM D. REID, M.D.t 


HE present day uncertainty in the prognosis 
of rheumatic heart disease and the unsatis- 
factory nature of its therapy suggests the need 
for thoughtful consideration of these subjects. 
The bringing together, from time to time, of 
what is known about these aspects of this af- 
fection may assist in the eventual solution of 
these important problems. 


PROGNOSIS 


The prognosis of rheumatie fever may be 
stated to be more dependent on the infection at 
work in the heart than on the actual structual 
change in this organ. It is the continued or 
frequently repeated active infection in the heart 
which eventually cripples or kills the patient. 

Swift’, in his extensive study of rheumatic 
fever, is satisfied with the classification of the 
disease into the three types described by Fried- 
lander, i. e.: (1) the monocyclic type, (2) the 
polycyclic types, and (3) the continuous type. 
About 30 per cent. are polyeyelic. The introduc- 
tion of salicylate therapy has somewhat masked 
the clinical picture of these types. 


The age of the patient appears to be an im- 
portant factor in the incidence of recognizable 
involvement of the heart during the first attack 
of rheumatic fever. 


. Mackie? found such involvement as high as 
(8.0 per cent. in patients between five and ten 
years of age, and not less than fifty per cent. 
until after the age of twenty-five years. 

Some statistics on the matter of the recur- 
rence of the rheumatic fever are available. 
Mackie® finds repetition of the attacks much 
more common in children between five and ten 


*From the Boston University School of Medicine. 
— before the Staff Meeting, Evans Memorial, February 27, 
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Page 154, 


years of age; in 45 patients of this age a recur- 
rence was noted in 93.4 per cent. The average 
interval between the initial attack and the first 
recurrence, in the cases studied by Mackie, was 
more than four years in 43 per cent. These 
statistics were obtained in a series of two hun- 
dred and fifty cases and if they are applied gen- 
erally, it would appear that it is only after the 
lapse of four years of complete freedom from 
symptoms that an individual has more than an 
even chance of escaping another attack of rheu- 
matic fever. Recurrences occasionally occur 
after the lapse of ten, fifteen, twenty-five, and 
even more years. The analysis of the records of 
rheumatic fever patients also disclosed that with 
few exceptions those individuals who experi- | 
enced two or more recurrences were less than 
twenty-five years”? of age at the time of the in- 
itial attack. 

According to Cohn‘ an average period of fif- 
teen years elapses between the attack of acute 
rheumatic fever and the death of the patient 
from the resulting heart disease. This observer 
divides this period of time as follows: (1) four 
years from the acute rheumatic attack to the 
establishment of a chronic valvular lesion of the 
heart, (2) seven more years till the appearance 
of definite heart failure, and (3) the final four 
years from the onset of heart failure to death. 
Experience reminds us that these are merely av- 
erage figures. Rheumatic fever has not vet gen- 
rally become a reportable disease and conse- 
quently reliable statistics are not available. 

Certain general statements seem justified. If 
the initial rheumatic attack is severe and at- 
tended by marked signs of cardiac involvement, 
death may occur within one to several weeks. 
Fortunately, such rapidly fatal cases are not 
common, and even though the patient may be 
desperately ill, it is the rule that recovery takes 





place from the first attacks. Some degree of 
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impairment of the heart persists’ and such pa- 
tients usually experience subsequent attacks 
with increasing cardiac damage and death after 
a period of years. . ; 

In the majority of patients the initial attack is 
less severe and if the evidence of cardiac in- 
volvement has been slight, after the cessation 
of the acute attack the heart may recover to 
the state of appearing to be normal on clinical 
examination. The detection of subcutaneous 
nodules is important in that they are indications 
of a serious degree of the rheumatic infection. 
Even though the arthritic symptoms may be re- 
lieved by salicylate therapy to the degree that 
the patient appears clinically well, the persist- 
ence of fever, subcutaneous nodules, leucocy- 
tosis, changes in the electrocardiogram (prolon- 
vation in the P-R interval and changes in the 
ventricular complex), and continued loss of 
weight indicate that the rheumatic infection is 
still active. 

Pericarditis, even if accompanied by an ex- 
tensive effusion, is not necessarily of bad im- 
port. 

When mitral insufficiency is the sole evidence 
of cardiac damage, provided sufficient time has 
elapsed to preclude the appearance of the signs 
of stenosis of this valve, the heart may be con- 
sidered to have received but little damage. It 
has been found that in such hearts the myo- 
cardium is but slightly damaged. 

Mitral stenosis and aortic insufficiency, either 
alone or in combination, are much more impor- 
tant for in these cases it may be assumed that 
material impairment of the myocardium has 
taken place. The development of the physical 
signs of mitral stenosis in a patient who is other- 
wise convalescent should not be considered in- 
dicative of fresh infection of the heart for sten- 
osis is dependent upon cicatrization of the valve 
lesion; this is the one valvular lesion that may 
develop in the absence of active infection. It 
takes time, of course, for sear tissue to contract 
and the evidence of stenosis is therefore delayed. 

Such arrhythmias as auricular fibrillation, au- 
ricular fiutter, and heart-block are all serious 
complications. <Auricular fibrillation is a com- 
mon sequel of rheumatic heart disease years 
after the initial infection of the heart; its ap- 
pearance does not indicate recrudescence of the 
rheumatic infection. 

In brief it may be said that recovery from the 
initial attack, even though the latter be severe, 
is the rule. Reeurrences are common and not 
easy to predict. Some impairment of the heart 
with eventual development of the picture of ecar- 
diae failure and death of the patient years after 
the onset of the rheumatic infection occurs in a 
large percentage of these patients. 


TREATMENT 


Specific. It must be admitted that as yet 
there is no true specific remedy for rheumatic 
fever. Salicylates are very effective in reliev- 








ing the exudative phenomena (i. e. the ar 
thritic lesions, the effusions, ete.) but not the 
proliferative (i. e. the lesions in the heart, the 
subeutaneous nodules, ete.). In spite of the 
relief of pain and joint symptoms to the degree 
that the patient may appear to be convalescent, 
it is a common experience to observe the progres. 
sive appearance of the signs of serious impair. 
ment in the heart. It is clear that new methods 
of treatment must be sought. 

An anti-rheumatie fever serum (Small) man. 
ufaectured by the Mulford Biological Labora- 
tories is now undergoing clinical trial. Small 
reported the recovery of specifie streptococcus 
from patients ill with acute rheumatic fever and 
a high degree of success from the administra- 
tion of an antiserum obtained from horses inoe- 
ulated with this organism. The results will be 
awaited hopefully, but familiarity with the his- 
tory of the attempts to conquer rheumatic fever 
warrants conservatism in judging any new work. 

Salicylates. As already stated, this group of 
drugs has demonstrated its effectiveness in re- 
lieving the patient of the arthritic symptoms, the 
pain, and effusions. Although the proliferative 
changes in the heart are not checked, it may 
well be that by the lowering of the fever and 
relief of the painful manifestations the patient 
may be given a better opportunity to withstand 
the infection at work in the heart. 

Salicylate of soda is probably the most effec- 
tive preparation. Aspirin or other salicylate 
drugs may be substituted, but in many cases it 
is necessary to return to salicylate of soda. Neo- 
cinchophen is about as effective as sodium sali- 
eylate. It is a common error to administer sali- 
eylates in insufficient dosage; the drug should 
be pushed at first until either the symptoms are 
relieved or signs of salicylate intoxication ap- 
pear, and then a reduced amount be given. 


Some such prescription as the following is 
suitable : 


Sodii salicylatis 16 0gm. 3V 
Potassii bicarbonatis 32 0gm. 3X 
Aquae menthae piperitae ad 120 Occ. 3I1V 
m. 
Sizg.: 
3i-ii with at least 1% glass water every 2-4 
hours until relief. Then reduce and take t.i.d. 
(Other alkalies may be substituted and the 
vehicle changed to suit the patient’s taste.) 


This gives approximately 0.6 gm. (10 gr.) per 
teaspoonful. 

The above prescription is for adults. On the 
assumption that 0.6 gm. (10 gr.) is the minimal 
effective dose for an adult, the amount to be 
administered to a child may be determined by 
resort to the following rule. At the age of ten 
years give the minimal adult dose (i. e. 0.6 gm. 
(10 gr.), and for younger patients that part of 
this dose that their age in years represents of 
ten years. 

The desirability of continuing salicylate ther- 
apy for any length of time after convalescence 











a i ee eee 





EE ———— Sl. | 











voluime 199 


RHEUMATIC HEART DISEASE—REID 





Number 3 


from the acute attack is open to question in that 
these drugs may mask the signs of renewed ae- 
tivity of the infection. 

Rest in bed. This part of cardiac therapy is 
applicable to other types of heart disease and 
will be but briefly discussed in this article. As 
long as there is evidence of activity of the in- 
fection the patient should be kept at rest in bed. 
Many clinicians believe that the patient should 
remain in bed for weeks and months after the 
subsidence of the acute attack, but I am un- 
aware of any convincing evidence that better 
results are obtained thereby. It is confidently 
believed that good results have been observed in 
patients allowed up eradually after the disap- 
pearance of the signs of the active infection. A 
patient whose heart has been attacked by the 
rheumatie infection should be treated by the 
best of hygienic measures; good hygiene does 
not necessarily imply rest in bed. Moderate ae- 
tivity in the fresh air and sunlight, provided 
there are no untoward symptoms, appears to be 
desirable and patients convalescent from rheu- 
matie fever which has affected the heart do not, 
in my experience, suffer harm therefrom. 

Rest in bed should be prescribed, of course, 
until sufficient time has elapsed to permit the 
healing of the acute lesions in the heart. How 
long this is to be must be determined by consid- 
eration of the severity and duration of the acute 
attack. In chronie cases with fresh attacks of 
the rheumatic infection it is obvious that many 
of the physical signs may be due to lesions pre- 
viously acquired and healed by sears. It is per- 
missible, therefore, to let the patient up sooner 
than would be allowed if the heart infection 
was wholly of recent origin. In either the in- 
itial or subsequent attacks of acute rheumatic 
heart disease, if the resumption of physical ac- 
tivity is followed by a marked elevation of the 
heart rate, or symptoms of eardiae embarrass- 
ment on change of posture, it should be consid- 
ered that the heart has not yet sufficiently re- 
covered, and further rest should be prescribed. 

The matter of rest has been discussed in fuller 
detail elsewhere’. 

Removal of the focus of infection. The rheu- 
matic infection is believed to gain entrance into 
the general system from some focus of infection 
such as the tonsils, nasal sinuses, ete. If such 
can be detected, it seems desirable to eradicate 
this source of infection. Tonsillectomy is the 
procedure most often indicated and this opera- 
tion is strongly advocated by many in patients 
ill with rheumatic fever. The best time for re- 
moval of the tonsils is shortly after the sub- 
Sidence of the attack of acute rheumatic fever. 
In some cases the persistence or recurrence of 
an acute attack may make it necessary to op- 
erate without waiting for the disappearance of 
the active stage of the infection, if the opera- 
tion is to be done at all. 


Something should be said about the method of 


operation is offered as a cure for rheumatic heart 


disease or as absolutely sure preventative of -fur- . 


ther attacks of rheumatic fever, disappointment 
will often result. Much trouble may be avoided 


if too much is not promised for the operation but: ; 


it is advocated as offering a strong probability 
of preventing recurrence of the acute attacks. 

It may be said, however, that it is difficult to 
continue enthusiastic about the value of tonsil- 
lectomy in rheumatie fever. Much has been 
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hoped for as a result of this operation, but the | 


evidence that it prevents the further progress 
of rheumatie fever is far from convincing. It 
is easy to get the impression that tonsillectomy 
is really helpful, but when one considers the 
natural history of the disease and compares the 
results in sufficient number of control cases the 
favorable victure fades. The best statistics on 
this subject are undoubtedly those being collect- 
ed by Kaiser*’, who is studying the results in 
school children in Rochester, N. Y. The evi- 
dence in favor of tonsillectomy in this large 
group with adequate control eases is very mea- 
ger. Another report® finds recurrences ef rheu- 
matic fever in 76 per cent. of those subjected to 
tonsillectomy and in 80 per cent. of those not 
operated upon. The incidence of recurrences 
was even more numerous in a series of patients 
wliose tonsils were removed than in a larger 
group of unoperated controls’. 

In his analvsis of the reports published by 
various observers, Cohn‘ finds that recurrences 
after tonsillectomy take place in 50 per cent. of 
the patients. 

Certain British" statistics are pertinent to 


the subject; the morbidity rate for acute rheu- ° 


matic fever per hundred thousand persons was 
149 in 1906 and 132 in 1922. This modest de- 
crease does not indicate that the greatly in- 
creased frequency of tonsillectomy has had any 
striking effect upon the rheumatic fever problem. 
It is true, nevertheless, that diseased tonsils are 
more common in individuals ill with rheumatic 
fever; Mackie* found them diseased more than 
twice as frequently as in his control group of 
non-rheumatie patients. It is emphasized that 
the above pessimistic remarks are intended to 
apply to the value of tonsillectomy solelt in 
relation to rheumatic fever. 


Digitalis is indicated if heart failure of the 
congestive type is present, but it is not of value 
in combating the rheumatic infection per se. 
The therapeutic problem is that of an infection 
in practically all cases save in those in which 
the disease has become chronic and heart fail- 
ure has appeared. Since the method of admin- 
istering digitalis for the relief of heart failure 
due to rheumatic heart disease does not differ 
from that used in heart failure of other causa- 
tion, its details need not be presented here. 

_ Symptomatic Treatment. Such symptoms as 
Insomnia, dyspnea, constipation, restlessness, de- 
pression of spirits, ete., should, of course, receive 





proposing tonsillectomy to the patient. If the 


! appropriate treatment. 


Pain is usually relieved 
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by the adequate use of salicylates; such drugs 
as morphia are only exceptionally indicated for 
the relief of severe pain before there is time for 
the salicylate drug to act. Painful joints may 
be anointed with oil of gaultheria and wrapped 
in cotton wool. The treatment of symptoms is 
part of the general care of the patient, but since 
it comprises nothing peculiar to rheumatic heart 
disease its discussion will be waived. 


Regulation of the patient’s life. When con- 
valescence is well established, advice should be 
given as to the amount of exercise that may be 
proper for the individual patient. It seems 
likely that a mistake is often made in limiting 
the exercise too strictly. The production of un- 
toward symptoms and overfatigue are to be 
avoided ; competitive sports may well be prohib- 
ited. It is helpful to recall the statement of the 
late Sir James Mackenzie’?. His words are: ‘‘It 
should be understood that children with a heart, 
the efficiency of which is impaired, will not in- 
jure it by overexertion. Children are very sen- 
sitive to distress provoked by cardiac insuffi- 
ciency, and will themselves abstain without be- 
ing told, and one can usually recognize the 
degree of inefficiency by getting the child to 
state if he likes running about with a hoop or 
running upstairs. When they say they like do- 
ing it and it gives rise to no distress, it may be 
considered, whatever the cause of the trouble, 
that it has not impaired the heart’s strength. I 
cannot recall a single instance where I could 
reasonably attribute heart failure to a child’s 
voluntary exertions.”’ 

The same reasoning applies to the games of 
boys and girls; when they exert themselves and 
find pleasure in doing so, it may be taken for 
granted that no harm results.’’ 

The nature of the employment and daily rou- 
tine of the patient’s life should be considered. 
Laborious pursuits and work involving sudden 
or severe exertion are not desirable. A suitable 
list of employments is given elsewhere®?. A 
change of occupation is often necessary. In 
children it is important that their further edu- 
cation be directed toward fitting them for one 
of these suitable occupations. 

The best of hygiene should be followed so as 
to increase the patient’s power of resistance. 
The diet should be well balanced with special 
emphasis on good quality proteins, minerals, and 
vitamines. Whenever ‘‘a cold’’ or other infee- 
tion oceurs the patient should have the best of 
care, as it is probable that at such times there 
is greater danger of the reawakening of the 
rheumatic infection. 

The subject of marriage often needs consid- 
eration. In men it may present the problem of 
whether an individual who may not be physi- 
eally able to earn his living should assume re- 
sponsibility for others. There is also the pos- 
sibility of the death of the father causing the 
leaving of dependent children. The financial 
status of the patient, of course, has an impor- 





tant bearing on the marriage of men with rhep. 
matic heart disease. 


In girls and women the effect of the bearing 
of children must be considered if marriage jg 
contemplated. Experience shows, however, that 
many such patients successfully bear children 
and the evidence is not convincing that preg. 
nancy is as dangerous as commonly believed, 
Their lives are often shortened, but it is by no 
means proven that this is due to the bearing of 
children; the natural course of rheumatic heart 
disease is to shorten life in both single and mar. 
ried individuals. 

In all of the above matters pertaining to the 
regulation of the patient’s life, it is obvious that 
the advice given must be individualized for each 
patient. The amount of damage which the heart 
has ineurred and the financial, social, and intel- 
lectual status of the patient have a significant 
bearing on the decisions reached. 


SUMMARY 


The prognosis of rheumatic heart disease de- 
pends more upon the nature of the rheumatic in- 
fection than upon the structual lesions in the 
heart. 

Recurrences of the active stage of the infec. 
tion are common, but difficult to predict. The 
age of the patient appears to be an important 
factor in determining the prognosis. 

Certain statistics are available; some of the 
more significant will be repeated. The heart is 
involved in the initial attack of rheumatic fever 
in 78.0 per cent. of patients between five and ten 
years of age, and not less than 50.0 per cent. in 
those less than twenty-five years old. Recur- 
rences of the infection may reach as high a figure 
as 93.4 per cent. in children between five and 
ten years, and in those experiencing a repetition 
of the acute attack of rheumatic fever the see- 
ond attack did not appear until after. four or 
more years in 43 per cent. of the patients of all 
ages. Recurrences are much less frequent in 
patients older than twenty-five at the time of 
the first attack of rheumatic fever. The average 
case progresses to a fatal termination in fifteen 
years. 

Even though the patient may be desperately 
ill, it is the rule that he will become convalescent 
from the first attack. 

Auricular fibrillation is a common sequela 
after a lapse of some years. 

There is today no specific therapy ; new meth- 
ods of treatment must be sought. 

Salicylate drugs are very efficient in relieving 
the exudative phenomena, such as the joint pains 
ete., but not those of the proliferative type. The 
continued - prescribing of salicylates after con- 
valescence is established is open to question. 

Rest in bed is indicated during the acute 
stage of the disease and for a sufficient after- 
period to permit healing of the recently acquired 
lesions in the heart. 


I am unaware of convincing evidence that 
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those who keep patients in bed months after the 

disappearance of signs of the active infection 

obtain better results than those who allow such 
atients out of bed at an earlier date. 

Tonsillectomy cannot be said as yet to have 
demonstrated its value either as a preventive of 
rheumatic heart disease or recurrence of the 
acute attacks of rheumatic fever. Recurrences 
take place in 50.0 per cent. of the patients whose 
tonsils have been removed. 

Regulation of the patient’s life requires con- 
sideration particularly of the amount of exer- 
cise, good hygiene, and the problems of suit- 
able occupation and marriage. 

In the absence of active infection exercise 
that is pleasurable does no harm. 

Youthful patients should be educated for an 
occupation suitable for one with impairment of 
the heart. 

Marriage and the prospect of childbirth raise 
a number of problems. 

The amount of damage which the heart has 
incurred, and the financial, social, and intellec- 
tual status of the patient are each important in 
deciding upon the advice to be given; the latter 





must be individualized for each patient. 
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ENDEMIC GOITER IN MASSACHUSETTS* 


BY CARL R. DOERING, M.D., HERBERT L. LOMBARD, M.D., AND FREDRIKA MOORE, M.D.t 


N the fall and winter of 1925-1926 the Massa- 

chusetts Department of Public Health in 
cooperation with the United States Public 
Health Service conducted a goiter survey in 55 
towns and cities of Massachusetts. The places 
were selected in respect to the geographical loca- 
tion, and the availability of the physical examina- 
tion records in the schools. It is felt that the 
sample is fairly representative. Students in the 
high schools were examined for the presence of 
thyroid abnormalities, and the results have been 
published by Dr. Robert Olesen! of the United 
States Public Health Service. The iodine con- 
tent of the water supplies of many of the towns 
in which the survey was made was obtained and 
the results have been reported by Mr. Harry W. 
Clark? of the Department. The data on the 
physical examination ecards of the pupils who 
were examined for goiter have been tabulated 
and the results are included in this paper. As 
many of the cards were not completely filled out, 
the results are not as statistically sound as they 
would be otherwise. We have omitted all ‘‘un- 
knowns’’ in the analysis and in each item dis- 
cussed, only cards furnishing the desired in- 
formation are used. Obviously, the ‘‘unknowns’”’ 
might change some of the conclusions, but it is 
our opinion that the sample is fair and repre- 
sents fairly accurately the existing conditions. 

There were 12,270 students examined for goi- 


*From the Massachusetts Department of Public Health. 


tFor records and addresses of authors see ‘“‘This Week’s Issue.” 
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ter who at the same time had physical examina- 
tion cards. This comprised 71.4 per cent. of the 
total number examined. This sample does not 
differ significantly from Dr. Olesen’s finding for 
the whole group, 17,197 children, in respect to 
age, sex, or prevalence of goiter, and is, there- 
fore, considered to be a representative one. 

Table I presents the distribution of the stu- 
dents with respect to goiter and birthplace of 
father. The native born group includes those 
born in Canada. 











TABLE I 
BIRTHPLACE OF FATHER 
Birth- 
Native Foreign place 
Born Born Unknown Total 
Normal 2344 1184 6580 10,108 
Goitrous 440 312 1410 2,162 
Total 2784 1496 7990 12,270 
% Goitrous 15.8 20.8 17.6 17.6 








Analyzed by the Chi Square Test this table 
shows that the percentage of goiter in students 
whose fathers are native born is significantly less 
than that of the total group; and that the group 
with foreign born fathers is significantly higher. 
The ‘‘unknowns’’ do not affect this inequality. 
The largest weighted discrepancy is in the for- 
eign parent group. 

In order to see which of the foreign born 





groups may be responsible for this discrepancy, 
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Table I is subdivided into certain nationality }a slight difference between the two groups with 


groups and shown in Table II. 


respect to posture. 15.7 per cent. of the chil. 
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TABLE II 
BIRTHPLACE OF FATHER 
Other All 
N.E. U.S. Ire. Ital. Can. Brit. Scan. Teut. Russ. Lat. Other N.S. Total 
Pr ers Se : a a 
Normal 1056 997 170 121 291 178 139 56 413 89 18 6580 10,108 
Goitrous i172 “Ae 38 19 51 43 40 18 124 24 6 1410 2,162 
Total 1228 1214 208 140 342 221 179 74 537 133 24 7990 12,270 
% Goitrous 14.0 179 183 i133 245 195 224 223 231 212 2590 17.6 176 








Analyzed by the Chi Square Test, which makes 
these percentages comparable, which obviously 
as they stand are not comparable it is found 
that the only significant weighted discrepancy 
greater than the average for the total is in the 
group of students whose fathers were born in 
Russia. These are presumably largely Jewish. 
Similarly, the only significant weighted discrep- 
aney less than the average of 17.6 per cent. for 
the total was found to fall in the group of stu- 
dents whose fathers were born in New England. 
The percentage goitrous among the Teutonic 
group is greater than that of the Russian group, 
but in order to have made it as significant as that 
of the Russian group we should have had ob- 
served about 370 instead of 74 students in this 
group. The distribution with respect to the birth- 
place of the mother shows essentially the same 
diserepancies as the above tables and is, there- 
fore, omitted. This may mean a real difference 
due to environment, or heredity, or may merely 
indicate normal thyroid enlargement among a 
race whose sexual development takes place at an 
early age. 

Tabulations which are not included in the 
present article show that there is no difference 
between the goiter group and the non-goiter 
group with respect to height, and only a slight 
difference with respect to weight. The mean 
weight for children with goiter is slightly less 
than for those without, being 110 and 112.8 
pounds respectively. 

It is impossible to say whether this difference 
means that underweight individuals are more 
susceptible to goiter, that the presence of goiter 
causes underweight, or that thyroid abnormali- 
ties are more easily detected in thin individuals. 

There is found to be no significant difference 
between the two groups in respect to the past oe- 
eurrences of the common communicable diseases. 
Evidently the presence or absence of these dis- 
eases has no influence on the non-toxie goiter 
rate. The diseases studied were: chicken-pox, 
measles, mumps, whooping-cough, scarlet fever, 
poliomyelitis, rheumatism, convulsions, and diph- 
theria. Adenoids and cervical glands gave no 
evidence of predisposing to goiter and neither 
enlarged tonsils nor dental caries showed any 
connection with the disease. These latter find- 
ings are confirmatory of the conclusions arrived 
at by Olesen* in his Cincinnati study. There is 





dren with goiter and 13.1 per cent. of the chil. 
dren without goiter had poor posture. 

There were 39 places that had information 
with regard to the iodine conteit of drinking wa- 
ter and goiter incidence. The correlation be- 
tween iodine content and goiter incidence based 
on these figures was —.28 + .15. This is nota 
large correlation but is consistent with the gen- 
eral impression that the lack of iodine content in 
the water is to some measure responsible for the 
development of goiter. There were fifty-five 
places from which the information as to distance 
from ocean and goiter incidence could be ob- 
tained. Correlation between distance from ocean 
and goiter in these places was .60 + .08. This 
is a consistent correlation and highly significant 
statistically. 

There were only 37 places for which informa- 
tion as to iodine content, distance from ocean, 
and goiter incidence could be obtained. Among 
these 37 places the correlation between goiter 
and iodine’ was —.27 = .15, essentially similar 
to the former correlation based on 39 places. 
The correlation between goiter and distance from 
ocean was +.48 = .12. This correlation is signi- 
ficant but not as high as the one based on 50 
places. A correlation between distance from 
ocean and iodine among the 37 places was 
—.56 = 11. This is a reasonable correlation; 
the farther we get from the ocean, the less iodine 
content we find in the waters. The partial cor- 
relation between goiter and iodine content of 
water with the distance from ocean held constant 
is practically 0. As far as we ean rely on par- 
tial correlation, these figures suggest that iodine 
in water plays little part in goiter prevalence in 
Massachusetts, but that probably that the dis- 
tance from the ocean, which in Massachusetts 
may mean that either changes in the geologic 
formation or the amount of sea food or other 
iodine-bearing foods eaten is a more important 
variable. Incidentally the correlation among 
these thirty-seven places between chlorine con- 
tent of the water and goiter incidence was 
—.37 = .14 which was higher than the correla- 
tion between iodine and goiter although not 
significantly so. The correlation between can- 





cer and goiter in these places was —.09 + .16. 
The last correlation was made in order to check 
on a study made in Switzerland several years 
ago, when it was found that there was a high 
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negative correlation between goiter and cancer 
incidence. This is not, apparently, the case in 
Massachusetts. 

CONCLUSIONS 


1, The partial correlation between the inci- 
dence of goiter and the iodine in drinking 
water shows that the important variable is 
distance from the ocean. 

The presence or absence of communicable 

diseases, enlarged tonsils, adenoids, cervical 

glands, dental caries, has no apparent. effect 
on goiter incidence. 

3. Poor posture is slightly more common among 
the goitrous than the non-goitrous. 

4. The mean weight for children with goiter is 
slightly less than that of non-goitrous chil- 
dren, though this may be apparent rather 
than real. 

5. Children whose parents were born in Rus- 
sia have a higher goiter rate than children 
of other parents; as most of the Russians 
are Jewish, this may be the effect of race 
rather than nationality. 


bo 





6. The findings of Olesen that the endemie goi- 


ter problem in Massachusetts is not a press- 
ing one, and that the need for special action 
is limited to individuals in a few localities, 
are substantiated. 
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END RESULTS OF ONE HUNDRED 
OPERA 


UNSELECTED RADICAL MASTOID 
TIONS* 


BY LEON E. WHITE, JR., M.D.f 


ADICAL mastoid operations are largely suc- 
cessful. I grant that not in every case is a 

dry cavity assured or the symptoms associated 
with a chronic discharging ear relieved entirely. 
A radical mastoidectomy is successful when it 
prevents intracranial infection, stops or lessens 
ear discharge and offensive odor, relieves head- 
aches and dizziness and preserves the hearing. 

At the suggestion of Drs. D. H. Walker, 
Philip Hammond and Harris P. Mosher, Sur- 
geons-in-Chief at the Massachusetts Eye and 
Kar Infirmary, I undertook this survey and the 
work has been carried out under the guidance 
of my father. Miss Eleanor Sanger of the So- 
cial Service Department has given me great as- 
sistance in compiling the data. One hundred 
patients were examined. To these a type letter 
was sent. The cases cover approximately the 
past ten years. 

What’ are the end results in this average 
group of cases? What is the effect upon the hear- 
ing? What effect upon the end results have the 
duration of discharge and previous operations? 
What bearing upon the ear condition have a de- 
viated septum, hypertrophied turbinates, dis- 
eased tonsils or adenoids? How successful are 
the various types of canal flaps, and methods 
used to epidermizite the cavity? How many of 
these patients had relief from headaches or diz- 


*Read at the meeting of the New England Otolaryngologica! 
Society, January 11, 1928. 


ziness? What was the incidence of complica- 
tions? 

We have all questioned at times the success 
of radical mastoid operations. The great ma- 
jority of post radical mastoidectomies seen in the 
clinie at the Massachusetts Eye and Ear Infirm-. 
ary are discharging copiously. Unfortunately a 
group of one hundred eases is inadequate, but it 
will give a fairly accurate idea of what we are 
doing and substantial grounds for encourage- 
ment in our future eases. 

Fifty-seven cases were absolutely dry and well 
epidermizited at the time of observation. This 
number far exceeds the commonly accepted idea 
of successful cases. 

Twenty-two cases were moist and needed at- 
tention. Twenty-one cases had granulations and 
were discharging profusely. The discharge was 
lessened by the use of Solution M. (borie acid, 
twenty grains; alcohol, one ounce) and these pa- 
tients were advised to return regularly for local 
treatment or removal of granulations. 

Discouraging indeed were the results of the 
hearing tests. Only thirty-seven cases were im- 
proved in various degrees. This, however, is 
in accord with Politzer*. He refers to the fol- 
lowing authors :— 


_ Hammerschlag (1895-7) reports that in a ma- 
jority of cases the hearing was not influenced by 
operation. Decided improvement was noted in 





tFor record and address of author see ‘‘This Week’s Issue,” 
page 154. 


*Politzer: 
Organs. 


Textbook of Diseases of the Ear and Adjacent 
Ballin & Heller, 4th edition, 1902, p. 572. 
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a small percentage of cases but more often a 
change for the worse. 

Stack reports improved hearing thirty-one 
per cent., decreased six per cent., sixty-three per 
cent. unchanged. Grunert’s statistics are: im- 
proved fifty-five per cent., decreased six per 
cent., unchanged thirty-nine per cent. 

Grossman maintains that if the labyrinth is 
intact, the hearing will be improved in fifty per 
cent. of the cases, unchanged in twenty per 
cent. and a loss in thirty per cent.; if 
the labyrinth is affected, in forty-six per cent. 
the hearing will be unchanged, improved in 
thirty-nine per cent., and there will be a loss in 
fifteen per cent. 

Three cases in our series showed a very re- 
markable improvement. The hearing tests 
showed the following : 


ee 
deafness. The remainder had varying degrees 
of loss, but practically all these cases had very 
poor hearing before operation. 
Failure occurred in every radical mastoides. 
tomy, in which the discharge had been less than 
a year. In one-half (15) of the twenty-nine cages 
discharging under five years good results had 
been secured. In two-thirds (14) of the twenty 
eases discharging under ten years the results 
were good. In two-thirds (9) of the thirteen 
eases discharging under fifteen years good re. 
sults had been attained. One-half (14) of the 
twenty-five cases discharging over fifteen years 
showed good radical cavities. 
Tonsillectomy seems to be very beneficial, 
Highty-three cases had had previous opera. 
tions: simple mastoid operation, seventeen 
cases ; excision of aural polypus, thirteen cases, 











1. W. M. Operation three years ago. 








Left ear. Admission After operation Present 
0 feet Whisper 0 feet 5 feet 
1 foot Voice 4 feet 17 feet 
4. (Galton whistle) High limit 5 (G. W.) 4 (G. W.) 
96 (64 D. V. fork) Low limit 96 (64 D. V. fork) 64 (64 D. V. fork) 
9/18 (128 D. V. fork) Rinne 16 7/9 (128 D. V. fork) 40/20 (128 D. V. fork) 
x (96 D. V. fork) Weber x (96 D. V. fork) x (96 D. V. fork) 

2. M.M. Operation three years ago. 

Left ear. Admission Present 
1 foot Whisper 18 feet 
6 feet Voice Not taken 18 feet 
.2 (Galton whistle) High limit 3 (G. W.) 
96 (64 D. V. fork) Low limit 96 (64 D. V. fork) 
6/13 (128 D. V. fork) Rinne 20/25 (128 D. V. fork) 
x (96 D. V. fork) Weber x (96 D. V. fork) 


3. E. L. Operation three years ago. 


Right ear. Admission 


After operation 


Present 


16 feet 

18 feet 

1.3 (G. W.) 

256 (64 D. V. fork) 
15/23 (128 D. V. fork) 








0 feet Whisper 0 feet 

1 foot Voice 0 feet 

.3 (Galton whistle) High limit 3. 4. Wo 

128 (64 D. V. fork) Low limit 1024 (64 D. V. fork) 
5/25 (128 D. V. fork) Rinne 0/249 (128 D. V. fork) 
x (96 D. V. fork) Weber x (96 D. V. fork) 


x (96 D. V. fork) 








It is interesting to note that these eases had 
a primary skin graft. This substantiates Dr. 
Hammond’s theory. He advocates a radical mas- 
ey has been the Massachusetts Medicolegal 
serve or improve the hearing. 

A fifty per cent. gain in hearing was obtained 
in seven cases. The other twenty-seven cases 
showed improvement of one to three feet in 
voice. Fourteen cases showed no change in hear- 
ing. 

Poorer hearing following operations occurred 
in forty-nine cases. Seven cases had a complete 
loss of hearing from normal. These seven eases 
were operated upon for the following reasons: 
recurrent aural polypus, two cases; continuance 
of discharge after simple mastoid operation, two 
cases ; ossiculectomy failed to stop the discharge, 
one case; exploration for a brain abscess, one 
case. 

Three cases of the entire series had nerve 


submucous resection, three cases; tonsillectomy 
and adenoidectomy forty-six cases; ossiculec- 
tomy, four cases. In fifty-two, or about two- 
thirds of these there was a good radical eavity. 
Twenty-two cases had hypertrophied turbinates, 
usually the middle; sixteen of these (about two- 
thirds) had good radical cavities. 

The X-ray is not of prognostic value. Twen- 
ty-four of the cases showed cavity formation, 
in seventeen, or about two-thirds, good results 
had been secured. Eighteen cases had destrue- 
tion but no appreciable cavity, thirteen, or about 
one-half, showed satisfactory results. In thirty- 
nine cases there had been a sclerosed mastoid; 
in twenty-four, or about two-thirds, a good re- 
sult had been attained. 

The Korner flap was successful in fifty out of 
the fifty-seven good radical cavities. It was used 
in eighty-seven of the cases. The Smyth flap 





was used five times, with four good results. The 
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Siebenmann flap was used twice and one case 
ye a good cavity. Six cases had no canal flap 
made ; two of these were successful. 

Excepting the paraffin basket, whatever the 
method used for epidermiziting the cavity, the 
end results were fifty per cent. successful. 
Thirty-two cases had had a primary skin graft; 
in about one-half (or 19) good cavities had been 
secured. Twenty-nine cases had had a secondary 
skin graft; slightly better than one-half (17) 
showed good cavities. In the small series in 
which the paraffin basket was used seventy-five 
per cent. were successful. Of the cases allowed 
to epidermitize without skin graft or paraffin 
basket twenty-seven or about one-half showed 
good results. 

The average stay in the Infirmary was four 
to five weeks; nine per cent. stayed three weeks, 
twenty-eight per cent. four weeks, thirty-seven 
per cent. five weeks and twenty-six per cent. 
over six weeks. 

Headaches and dizziness were in the majority 
of cases relieved. Forty-five cases had had head- 
aches, thirty-eight of the cases had been relieved, 
seven not relieved. Of fifty-five cases which had 
had dizziness, thirty-nine were relieved; sixteen 
not relieved. 

Complications were very few. 





Two had a 


discharging less than a year. 
able results were obtained in cases discharging 
under fifteen years and over five years. 





serous labyrinthitis. 


2. Improved hearing occurred in thirty-seven 


cases; it was unchanged in fourteen, and there 
was a loss in forty-nine. 


3. Complete failures occurred in all cases 
The most favor- 


5. Choice of methods of skin graft is unim- 
portant. Primary and secondary skin grafts 
alike gave about fifty per cent. good cavities and 
cases without skin grafts were equally success- 
ful. The paraffin basket was the most success- 
ful with good results in three-quarters of the 
cases in which it was used. 

6. Hospitalization averaged four to five 
weeks. 

7. Hypertrophy of the turbinates has little 
bearing upon the end results. Tonsillectomy is 
very beneficial. 

8. Thirty-eight of the forty-five cases having 
headaches were relieved ; thirty-nine of the fifty- 
five cases having dizziness were relieved. 


9. I feel the accumulation of this material 
has accomplished three purposes beneficial to the 
patient : 

First. 


Patients were seen in the clinic who had ex- 
cellent radical cavities, but filled with cerumen. 








1. Right ear. S. F. 
Admission 
7 feet Whisper 
17 feet Voice 
4 (Galton whistle) High limit 
96 (64 D. V. fork) Low limit 
25/15 (128 D. V. fork) Rinne 
x (96 D. V. fork) Weber 
2. Left ear. L. H. 
Admission 
0 feet Whisper 
0 feet Voice 
15 (Galton whistle) High limit 
64 (64 D. V. fork) Low limit 
10/50 (128 D. V. fork) Rinne 
x (96 D. V. fork) Weber 


After operation Present 
0 feet 

Not taken 0 feet 
512 (G. W.) 
512 (64 D. V.) 


12/12 (128 D. V.) 
x (96 D. V. fork) 


After operation Present 
3 feet 

Not taken 9 feet 
2048 (G. W.) 


96 (64 D. V. fork) 
12/20 (128 D. V.) 
x (96 D. V. fork) 








Only three cases out of one hundred had facial 
paralysis, and in but one case was it post oper- 
ative. All these cases recovered. There was one 
exploration for brain abscess, two cases of ery- 
sipelas, two of sinus thrombosis, one of menin- 
gitis, considered secondary to a brain abscess; 
(spinal fluid was sterile) ; one fistula of the hor- 
izontal canal, and one ease of surgical shock. 


Summary and Conclusion. 

1. Fifty-seven of the radical operations were 
completely successful and the rest had a decided 
lessening of discharge and odor. But three cases 
of the entire series had intracranial complica- 


a one meningitis, and two serous labyrin- 
thitis. 





Instructions were given for the future care of 
these cavities. 


Second. 


Patients returned much in need of local treat- 
ment, with moist cavities from small granula- 
tions. 


Third. 


Cases needing removal of a large mass of gran- 
ulations, probably under an anesthetic, were ad- 
vised to have this done. 


Let us hope for more and more visits to the 
out-patient department and for dry and dryer 
ears! 
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CASES 14221-2-3-4 


AN IMPORTANT CONSIDERATION _IN 
THE ANALYSIS AND MANAGEMENT 
OF HEART TROUBLE; FOUR CASES 


Mepicat DEPARTMENT 
CASE 14221 


A young woman twenty-three years of age, un- 
married, an only child of nervous parents, was 
seen in consultation early in March, 1928, be- 
cause of cardiovascular symptoms consisting of 
precordial pain, palpitation and dyspnea. 

In earliest childhood a loud heart murmur 
was discovered and had always been found on 
examination since that time. At birth resusci- 


- tation was difficult, and for the first few years 


of life there were so-called ‘‘sinking spells’’ con- 
sisting of weakness lasting from one day to a 
week occurring every few weeks and unex- 
plained. There was no cyanosis or dyspnea at 
such times. The patient’s health has always been 
delicate since birth and the weak spells of early 
childhood have given place to a more or less 
constant state of easy fatigue and nervousness. 
Knowledge of the heart trouble has, along with 
the symptoms, constantly restricted this pa- 
tient’s activity. She has never indulged in ath- 
letic sports but has danced a little and has driven 
a ear. Six years before examination she was 
particularly exhausted and was given digitalis 
on account of the cardiac symptoms and signs. 
Two years ago she was bruised in an automobile 
accident, not seriously, but her back and right 
shoulder have ached off and on since. One year 
ago she was over-tired again and so nervous that 
she had to give up driving her ear. During the 
past year there has been much nervous strain at 
home and five weeks ago she began to feel an 
increase of the pain in the right shoulder and 
back, sometimes radiating down the right arm to 
the finger tips and occurring as an ache or par- 
oxysmal pain. Recently she has also developed 
considerable precordial aching and pain radiat- 
ing down the left arm as well as the right. She 
has been much bothered by palpitation consist- 
ing of a forceful but not very rapid heart action, 
and she has had a good deal of dyspnea on slight 
exertion and even while quiet in bed. One of 
the most important of the symptoms has been 
that of vigorous frequent sighing respiration 
which was considered by the patient to be short- 
ness of breath. She has felt faint and dizzy 





frequently but has had no loss of conseioyg. 
ness. She has slept rather poorly. She has had 
a poor appetite. Her bowels have been slightly 
constipated. She has felt utterly exhausted and 
much depressed. For the last five weeks, up to 
the time of the examination recorded below, she 
has been in bed, but rest and nitroglycerin haye 
not relieved the pain that she has felt especially 
in the precordia. Small doses of morphia have 
been required at frequent intervals. There was 
no fever. 

On physical examination she was found to be 
of rather small build, lying in bed, depressed, 
occasionally weeping, sighing frequently, now 
and then wincing because of pain in the region 
of the heart. Her color was good. She was lying 
flat in bed with no dyspnea. There was no ex. 
ophthalmos. The thyroid gland was normal, 
The pupils were equal and reacted normally to 
light. There was no arecus senilis. The teeth 
were in fair condition. The tonsils were small. 
There was no enlargement of the cervical glands. 
There was no abnormal pulsation in the neck. 
The cervical veins were not engorged. The heart 
showed a maximal apex impulse seen and felt in 
the 5th space, 6 1-2 centimeters to the left of 
the midsternal line and in the midelavicular 
line. The left border of dullness to percussion 
corresponded. There was no abnormal supra- 
cardiac dullness. The sounds were good. There 
was a loud, long, blowing systolic murmur heard 
all over the precordia but loudest in the 3rd and 
4th spaces just to the left of the sternum. There 
were no diastolic murmurs. There were no 
thrills. There was no Broadbent’s sign. The 
heart rhythm was normal except for a well- 
marked respiratory sinus arrhythmia. There 
was much precordial tenderness. The pulse was 
small. The artery walls were soft. The lungs 
were clear. The abdomen was normal; the liver 
and spleen were not felt. The back was tender, 
but with no particular localization of the ten- 
derness. There was no edema over the sacrum, 
shins or feet. There was no cyanosis of the ex- 
tremities or clubbing of the fingers. The knee 
jerks were equal and active. The joints were 
normal. The skin was normal. The right arm 
was not cold, tender or swollen but was anes- 
thetic below the elbow. The temperature was 98.6 
degrees. The pulse rate at apex and wrist was 
60. The blood pressure was 110 millimeters 
mereury systolic and 70 diastolic. 


CASE 14222 


A man thirty-two years of age, married, a 
clerk, was seen in consultation in December, 
1923, because of symptoms of fatigue, dizziness, 
faintness and palpitation, and a knowledge of 
the presence of heart disease. 

At the age of twelve years he had rheumatic 
fever. He had never been robust and had al- 
ways had a sensitive nervous system. In Feb- 
ruary, 1922, ten months previous to the time of 
the examination recorded below, while walking in 





the snow he became very tired and dizzy and for 
































and on ever since without much change, grow- 


Sician, who found her blood pressure high. It 
has remained high ever since, varying in systolic 
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the next two days at work he continued to be 
faint and dizzy. He then rested for four or 
five weeks at home and after that went ona boat 
trip for two weeks. He was considerably im- 
proved on returning to work. The morning when 
he was seen in consultation he had developed 
dizziness, palpitation and exhaustion again. He 
had little dyspnea or pain, and no edema or 
cough. ee 

On physical examination he was well-devel- 
oped and nourished, with normal breathing and 
good color. He was mentally clear but very 
much worried about his heart. His pupils were 
small but equal and reacted normally. There 
was no areus senilis. There was no exophthalmos 
and the thyroid gland was normal. The tonsils 
were small. The teeth were in fair condition. 
There was no enlargement of the cervical glands. 
There was no abnormal pulsation in the neck. 
The cervical veins were not engorged. The heart 
showed the maximal apex impulse seen and felt 
in the 5th space, 8.5 centimeters to the left of 
the midsternal line and 1 centimeter beyond the 
midelavicular line. There was no abnormal 
supracardiae dullness. The first sound at the 
apex and mostly over the precordia was masked 
by a very loud, high pitched systolic murmur 
well transmitted to the axilla and all over the 
precordia. The second sound at the base was 
somewhat accentuated and heard equally well at 
the pulmonie and aortie areas. There was a 
short third sound at the apex. No diastolic mur- 
murs were heard even in the recumbent position 
after exercise. There were no thrills. The 
rhythm was normal. The pulse was normal in 
form. The artery walls were soft. The lungs 
were clear. The abdomen was normal. The 
liver and spleen were not felt. There was no 
edema over the sacrum or shins. There was no 
eyanosis or clubbing of the fingers. The knee 
jerks were equal and active. The pulse rate at 
apex and wrist was 75. The blood pressure 
was 120 millimeters mereury systolic and 75 
diastolic. The electrocardiogram showed normal 
rhythm at a rate of 72. 


CASE 14223 


A woman thirty-five years of age, married, 
with two children, was seen in consultation in 
March, 1928, because of high blood pressure, 
heart-ache, headache, dyspnea and palpitation. 

She had always been well and active except 
for chronic constipation until four years ago, 
when she began to develop the heart-ache and 
headache. These symptoms have persisted off 


ing worse when she is tired. There has been a 
little regular, forceful palpitation and some 
dyspnea on exertion. At the onset of these 
symptoms, four years before the time of the ex- 
amination recorded below, she consulted her phy- 


cury. Two vears ago she lost forty pounds, 
from 205 to 165 pounds, with some improvement. 
She had taken no particular medicine. She has 
always been nervous and inclined to sigh, espe- 
cially lately. Her appetite has been good. Her 
bowels have been constipated. She has slept 
rather poorly. Her family history is unimpor- 
tant except that her mother, who is still alive, 
has hypertension and diabetes. 

On physical examination she was found to be 
well developed and nourished and apparently 
well. She was clear mentally but nervous. Her 
breathing was normal and her color rather high. 
There was no exophthalmos or thyroid gland 
enlargement. The pupils were equal and reacted 
normally to light. There was no arcus senilis. 
The teeth were in fair condition, with a number 
missing. The tonsils were moderately enlarged, 
especially the right. The cervical glands were 
not enlarged. There was a slight increase in 
arterial pulsation in the neck. There was no 
jugular pulse in the upright position. The 
heart showed enlargement, the apex impulse and 
the left border of dullness being found in the 
5th space, 1014 centimeters to the left of the 
midsternal line and 2 centimeters beyond the 
midelavicular line. The sounds were good. The 
aortic second sound was considerably accen- 
tuated. There was a slight systolic murmur at 
the apex and at the aortic area. There were no 
thrills. There was no Broadbent’s sign. The 
rhythm was normal. The pulse was normal in 
form. The artery walls were soft. The lungs 
were clear. There was no edema over the shins. 
There was slight cyanosis of the hands but no 
clubbing of the fingers. The knee jerks were 
equal and active. There were varicose veins of 
the legs. The pulse rate at apex and wrist was 
104. The blood pressure was 200 systolic and 
100 diastolic. The urine was normal. The elec- 
trocardiogram showed normal rhythm at a rate 
of 110 with nervous tremor. 


CASE 14224 : 


A physician fifty years of age was seen in con- 
sultation in August, 1926, because of an attack 
of severe substernal and precordial pain lasting 
for hours and radiating to both arms which oc- 
eurred two months previously. 

He had always been a hard worker and early 
in June, 1926, had suffered from a respiratory 
infection to which he paid little or no attention, 
working hard throughout the infection. One 
evening after going to bed there began in the 
lower and midsternal region a burning pain, not 
very severe, but persisting unchanged for two 
and one-half hours, radiating to both arms 
equally and finally subsiding. The next day he 
arose without pain but felt ill. -He worked 
hard all day in spite of substernal pain which 
returned and which was relieved by repeated 
tablets of nitroglycerin. In the afternoon the 
pain again became very severe and he took nitro- 





pressure between 180 and 200 millimeters mer- 


glycerin without relief. The pain grew steadily 
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worse and he nearly collapsed. He was seen at| nervous. Physical examination otherwise was 
the height of this attack by a fellow physician | negative. He was reassured and advised to 


who found him with a gray pallor and a regular 
pulse of 72, but of good volume and tension. 
Four tablets of nitroglycerin seemed to afford 
gradual relief in thirty minutes. No morphine 
was needed. After resting in his office, where 
this pain attacked him, he went home, and re- 
mained in bed for four weeks. The next day he 
had several short attacks of pain, but after that 
there was no more pain, simply a feeling which 
he described as an ‘‘all gone feeling’’ at times 
in the lower left midsternal region. 

In the three weeks prior to the consultation 
he had been up feeling better but weak and 
tired and with the ‘‘all gone feeling’’ under the 
sternum now and then. He had not yet resumed 
work. There was no knowledge of fever follow 
ing the attacks of pain two months previously. 
There was some precordial tenderness following 
this pain. His past history and family history 
were unimportant. 

On physical examination he appeared well de- 
veloped and nourished, with good breathing and 
good color except for slight cyanosis of his mu- 
cous membranes. He was mentally clear but 
nervous. The pupils were equal and reacted 
normally to light. There was no arcus senilis. 
There was no exophthalmos or thyroid gland en- 
largement. The tonsils were small. The cer- 
vical glands were not enlarged. There was no 
abnormal pulsation in the neck. The heart 
showed a maximal apex impulse felt at the 
6th rib 8.5 centimeters to the left of the mid- 
sternal line and in the midelavicular line. The 
left border of dullness to percussion correspond- 
ed. The sounds were fair to good in quality. 
There were no murmurs or thrills. The rhythm 
was normal. The pulse was normal in form. The 
artery walls were soft. The lungs were clear. 
The abdomen was normal. The liver and spleen 
were not felt. There was no edema over the 
shins. The knee jerks were equal and active. 
The pulse rate at apex and wrist was 80. The 
blood pressure was 120 systolic and 80 diastolic. 
The electrocardiogram showed normal rhythm 
at a rate of 90. The Wassermann reaction was 
negative. The urine was normal. 


He was advised to continue resting but to re- 
sume practice in the fall. Nitroglycerin was 
also advised to be used if needed, 1/100 of a 
grain by mouth in tablet form. Euphylline one 
and one-half grains three times daily was also 
recommended. <A light diet was advised. It 
was thought that his prognosis was fairly good. 
In September, a month later, he had apparently 
gained in strength and his physical condition ap- 
peared to be good. His heart sounds were ex- 
cellent. 

In November he had continued to gain in 
strength, but rather slowly. He had a number 
of symptoms of easy fatigue, nervousness, and 
aches and pains here and there without any par- 
ticular cardiac symptoms. He was obviously 





resume work and to omit all medicines. The 
problem now seemed to be largely that of treat. 
ment of his nervous state. The following spring 
he reported that he had been able to work sey. 
eral hours a day throughout the winter and he 
seemed quite well. He had noticed substernal 
oppression on walking up-grade or briskly, 
There was no pain when quiet. Physical ex. 
amination showed no abnormalities whatsoever, 
His blood pressure was 130 systolic and 80 dia- 
stolic. His heart was not enlarged. There were 
no murmurs. The sounds were good. He was 
reassured and advised to take a lazy holiday and 
then to resume work again. 

A recent report, one year later, has shown 
that he has continued to practice medicine at 
about half speed. His health has been quite 
good. If he is over-tired he notices some sub- 
sternal distress and fatigue. He has lost fifteen 
pounds in weight by reasonable diet. He has 
had no more serious symptoms (end of May, 
1928). 

DIscUSsION 
BY PAUL D. WHITE, M.D. 
CasE 14221 


The presence of heart disease is unquestioned, 
and yet the responsibility of the heart for the 
production of the symptoms as the result of in- 
sufficiency is very unlikely. The nervous in- 
stability of the patient, the difficult adjustment 
to home conditions and her knowledge and fear 
of the heart disease are undoubtedly the cause 
of all her cardiovascular symptoms. ~ The actual 
eardiae defect is probably congenital and seems 
best explained by the presence of an interven- 
tricular septal defect, uncomplicated and rel- 
atively unimportant. The obvious depression, 
weeping, sighing and anesthetic condition of 
part of the right arm favored strongly the diag- 
nosis of cardiac neurosis and effort syndrome 
and perhaps hysteria as the chief diagnosis, with 
an unimportant congenital heart defect as the 
second diagnosis. Reassurance, the omission of 
digitalis and morphine which she had been ‘tak- 
ing, and a period of relaxation away from home 
were considered the therapeutic needs. These 
measures were carried out and three and one- 
half months later (end of May, 1928,) she was 
reported as being much improved and feeling 
quite well. 

CasE 14222 


It seemed obvious that this man was suffering 
from easy fatigue of a sensitive nervous system 
with some of the symptoms of the so-called ‘‘ef- 
fort syndrome,’’ and that the heart disease was 
not responsible for them. His heart disease was 
interpreted as rheumatic mitral regurgitation. 

This man has been under observation for the 
past four and one-half years and has improved 
a good deal, feeling now a good deal of reassur- 
ance about his heart condition; but he felt orig- 
inally that his symptoms were due to his heart 
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disease. There has been no change on physical 
examination. He developed paroxysmal tachy- 
eardia in 1927, but only a very few brief at- 
tacks. One symptom which he has shown fre- 
quently has been sighing. For extrasystoles and 
paroxysmal tachycardia quinidine was recom- 
mended and found helpful. 


‘Case 14223 


This patient was much worried about her 
high blood pressure and much of her symptomat- 
ology was considered to be due to her nervous- 
ness and her effort syndrome. While taking po- 
tassium sulphocyanate her blood pressure 
dropped to 172 systolic and 108 diastolic. After 
stopping the drug for a week the blood pressure 
was found to be 182 systolic and 98 diastolic; 
but she has always shown considerable variation 
of blood pressure under varying conditions. Ner- 
vousness caused rapid and considerable elevation 
of pulse rate and blood pressure. There seems 
no question about the presence of essential hy- 
pertension and cardiac hypertrophy resulting 
from it, and also there seems no question about 
the presence of nervousness and effort syn- 
drome, partly due to worry and excitement. , 


CASE 14224 


There is no question but that this physician 
has had angina pectoris and possibly at the be- 
ginning of his illness, that is in June, 1926, cor- 
onary thrombosis, As has happened in a num- 
ber of patients with angina pectoris or coron- 
ary thrombosis, after a preliminary rest reas- 
surance and improvement of morale have proved 
necessary. The proper mental attitude is some- 
times hard to attain, particularly in a person 
who is easily fatigued and depressed and who 
has a sensitive nervous system. Except for the 
slight degree of angina pectoris and the original 
pains at the onset of this man’s illness practi- 
cally all of his symptoms have been associated 
with nervousness, worry and effort syndrome.. 


GENERAL Discussion 


That heart disease may occur in nervous peo- 
ple is obvious, but the variety of nervous symp- 
toms that may arise as a result of this fact has 
not been-wholly recognized by all physicians. 
The mere knowledge that there is a heart lesion, 
however unimportant, may precipitate cardio- 
vascular symptoms and neurosis in many peo- 
ple. It seems unwise to hide from these people, 
no matter how nervous they are, the fact that 
they have some real organic change in the heart, 
but it is important fully to impress on them the 
fact that such disability may be a relatively un- 
important factor, or actually no factor at all 
m the production of the symptoms that they 
may have. This is true whether the organic 
change in the heart is of congenital origin or 
due to rheumatic heart disease, hypertension or 
coronary disease. Lwuetice aortitis, although it 





too may be so associated, seems more frequently 
to be found in people who are somewhat less 
unstable nervously. One of the results of ex- 
perience in practice is the recognition of the 
fact that many symptoms are not due primarily 
to the disease processes that are discovered on 
examination. The proper realization of the rel- 
ative responsibilities of different factors in the 
production of ill health is one of the reasons why 
some physicians are better able to treat the in- 
dividual patient than are others. Of course this 
is a matter not only of training in pathology and 
in clinical medicine, but also of the application 
of good judgment and sound common sense. The 
use of drugs and the simple diagnosis of heart 
disease alone in patients such as the four that 
have been here described are generally unjusti- 
fied. A full discussion of the situation with this 
type of patient, who is usually very intelligent, 
and with the family, the omission of most med- 
icines aimed directly at the heart, and finally a 
good deal of reassurance are doubtless the thera- 
peutic measures of choice. 

Little clues sometimes help very much in the 
interpretation of the exact situation. Such a 
clue I have lately found to be the presence or 
absence of constant or frequent sighing. When 
such a symptom is observed in the patient or 
deseribed by him or her, it will generally be 
found to be evidence either of an unusually sen- 
sitive nervous system or of a high degree of fa- 
tigue, and such a patient may have symptoms 
out of proportion to the degree of evident or- 
ganie change in heart or other organs. Palpita- 
tion, heart pain and dyspnea may be due either 
to heart disease or to ‘‘effort syndrome’’; sigh- 
ing is never primarily due to heart disease, and 
so when very frequent it is helpful in the dif- 
ferential diagnosis. More and more the reaction 
of the individual not only to his disease but to 
the little knowledge and fears of that disease 
that he may have should be taught to the med- 
ical student and appreciated by the physician, 
along with the natural history of the disease 
itself. 

DIAGNOSES 
Case 14221 


Cardiac neurosis and effort syndrome. 
Congenital heart disease with probable inter- 
ventricular septal defect (Roger’s dis- 
ease). 
CaAsE 14222 
Nervousness and effort syndrome. 
Rheumatic heart disease with mitral regurgi- 
tation. 
CasE 14223, 
Nervousness and effort syndrome. 
Essential hypertension and _ hypertensive 
heart. 
Case 14224 
Nervousness and effort syndrome. 
Angina pectoris and a question of coronary 
thrombosis. 
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THE BOARD OF REGISTRATION IN 
MEDICINE AND THE HENDERSON 
CASE 


RECENTLY a physician called in consultation a 
surgeon to examine a patient with a very serious 
disease. A difficult and dangerous operation was 
performed in the endeavor to save life. The pa- 
tient died on the next day. 

Complaint was made to the Board of Regis- 
tration in Medicine in reference to certain as- 
pects of the case. The Board, after a hearing, 
suspended the license of the physician for three 
months and suspended the license of the surgeon 
for one month. 

An appeal to the Supreme Court was taken by 
the surgeon in the following form: 


COMMONWEALTH OF MASSACHUSETTS 
Suffolk SS. Supreme Judicial Court 
Francis F. Henderson 

vs. 
Board of Registration in Medicine 


PETITIONER'S REQUEST FOR RULINGS OF LAW 


The petitioner requests the following rulings of 
law: 

1. The evidence does not warrant a finding that the 

petitioner was insane, or was guilty of deceit, 








malpractice, or any offense against the laws of 
the Commonwealth. 

2. The term “gross misconduct” as used in-Section 
61 of Chapter 112 of the General Laws, meang 
gross personal misconduct of the physician op 
surgeon. 

3. The term “gross misconduct” as used in Section 
61 of Chapter 112 of the General Laws means 
some act or acts of wrongdoing on the part of 
the physician or surgeon. 

4. The evidence here does not warrant a finding 
that the original fixing of the petitioner’s fee at 
One Thousand Dollars was “gross misconduct” 
within the meaning of the Statute. 

5. The evidence here does not warrant a finding 
that the preparation of the patient for the opera. 
tion constitutes “gross misconduct” within the 
meaning of the statute. 

6. The evidence does not warrant a finding that this 
petitioner, after February 15th, 1928, was guilty 
of any act of personal misconduct. 

7. The evidence does not warrant a finding that any 
act done in the premises after February 15th, 
1928, was an act for which the petitioner was 
personally responsible under this statute. 

8. The evidence does not warrant a finding that 
there was in the conduct of the petitioner after 
February 15th, any act of personal wrongdoing. 

9. The evidence does not warrant a finding that the 
petitioner has been guilty of “gross misconduct in 
the practice of his profession”. 


By his attorneys, 
GASTON, SNoW, SALTONSTALL & Hunt. 


The report of Justice Carroll is as follows: 
COMMONWEALTH OF MASSACHUSETTS 


Suffolk ss. Supreme Judicial Court 
No. 49519 Eq. 
Francis F. Henderson 
vs. 
Board of Registration in Medicine 


FINDINGS OF FACT, RULINGS OF LAW, AND ORDER FOR 
DECREE 


The entire estate of the deceased patient was 
Three Thousand Two Hundred and Fifty Dollars. 
The petitioner operated on him and he died from 
surgical shock. A day or two after the patient’s 
death Dr. Peter Kane, who was the physician for 
the deceased and who introduced him to the peti- 
tioner, came to the petitioner’s office. It was then 
agreed between Dr. Kane and the petitioner that the 
latter should be paid One Thousand Dollars and this 
amount was paid. The petitioner was suspended 
from the practice of his profession for one month. 
I am unable to find that the order of the Board was 
clearly wrong, and deny the petition. The requests 
for rulings of law insofar as they are inconsistent 
with this finding are denied.* 

June 27, 1928. 
(signed) JAMES B. CARROLL. 
Justice Supreme Judicial Court. 


Criticisms of the board have been made by 
physicians. Certain circumstances may, if 
known, affect the judgment of the crities. 

Before ‘the operation was undertaken the pa- 
tient was induced to assign his bank account in 
a neighboring state to the physician. After the 
death of the patient the physician went to the 
bank and withdrew money from the patient’s 


*One statement of Justice Carroll relating to the fee is 
omitted from this report because from a medical standpoint 
it may not seem material. 
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account, without the knowledge on the part of 
the officers of the bank that the patient was dead. 
From this amount the physician, by his personal 
check, paid the surgeon a fee large enough to 
excite criticism. When complaint was made the 
surgeon insisted on retaining the fee paid to him. 

The Board of Registration in Medicine is es- 
tablished to protect the public by the assurance 
that those registered are fitted by knowledge and 
character for the tasks entrusted to them. Its 
duties are important and its responsibilities 
great. It must protect the honorable physician 
when unjustly assailed as well as the aggrieved 
patient. The members must have judicial minds 
without the weaknesses of prejudice. 

There were some features of this case not 
alluded to above, which, although without defi- 
nite evidence of serious wrong-doing taken to- 
gether with the actual facts influenced one mem- 
ber of the Board at least in concurring with the 
rest in the final decision. 

Does not the Board deserve the praise and 
gratitude of right thinking persons who wish to 
maintain the standards of the medical profes- 
sion. We believe the Board is giving the State 
the best possible service. 





SEPTIC SORE THROAT AT LEE 


THE dire experience that Lee has been suf- 
fering will be even sorrier than it already is 
unless some profit is taken from the clear lessons 
that it holds. On Saturday, June 30, some twen- 
ty of its inhabitants were suddenly stricken with 
an acute illness that in many ways resembled 
influenza. There was rapid prostration, quick 
and high fever and congestion in the throat. On 
the following day some sixty new eases of the 
malady appeared, and because of the symptoms 
a provisional diagnosis of influenza was made. 
The number of new cases mounted each day 
during the week and it was soon evident that the 
village was in the throes of a severe epidemic. 
Toward the end of the week the State District 
Health Officer was notified and because of the 
seriousness of the situation the Commissioner of 
Public Health and some of his associates imme- 
diately went to Lee. After seeing some of the 
patients they made a definite diagnosis of septic 
sore throat and their survey pointed clearly to 
milk as the source of infection. Upon the Com- 
missioner’s recommendation the supply of milk 
for the next morning’s distribution was held and 
the local health officers voted that all milk sup- 
plied to Lee must henceforth be pasteurized. All 
families, by a house to house canvass, were noti- 
fied to boil any milk on hand. The situation was 
a desperate one. Whole families were stricken 
and the local physicians and nurses were taxed 
beyond their power. An epidemic bureau was 
organized, strict quarantine was enforced, and 
physicians and nurses were brought from other 
cities to care for the sick. Two days after the 





supply of raw milk was shut off the peak of the! 


epidemic was reached and few new cases have 
developed since. At this early date it is im- 
possible to estimate the total number of cases, 
but from reports received so far it would appear 
that already there have been in the neighborhood 
of six hundred eases with thirty-one deaths. Lee 
has a population of slightly over four thousand. 


There can be little doubt that a single supply 
of milk carried the infection. About ninety per 
cent. of those ill were supplied by the same milk 
dealer, and it was found that about four days 
before the first cases appeared a similar case 
developed among those handling this milk for 
distribution and that in the next few days sev- 
eral other cases appeared among these employees. 
Similar cases have been reported from North 
Adams, Williamstown, Lenox, Westfield, Spen- 
cer, Newton and Somerville and in each in- 
stance the sufferer had visited Lee and had par- 
taken of milk in some form. One striking hap- 
pening is the fate of an out-of-town party of five 
who visited a drug store in Lee. Three persons 
drank milk shakes and came down with septic 
sore throat while two others who drank ginger 
ale escaped the infection. The drug store was 
supplied by the milk dealer under suspicion. 
Other instances occurred which seem to point 
definitely to this milk supply as the source of 
the epidemic. 

A thorough epidemiological and clinical study 
is being made by the State Department of Pub- 
lie Health. The bacteriologic tests made so far 
show that a hemolytic streptococcus has been 
isolated from the throats of those acutely ill, 
from suppurating ears in two cases and from the 
throats of several persons connected with the 
bottling of the milk. A complete bacteriologic 
study will be made, including examinations of 
all cows supplying milk to Lee. 

The symptoms and complications of this dis- 
ease are described in a letter from Commissioner 
Bigelow published elsewhere in this issue. In 
addition it may be remembered that this infec- 
tion is not readily communicated from sick to 
well and that beyond a few secondary cases the 
disease may not be expected to be spread by 
human vectors. With such an infection present, 
however, the quality of milk takes on a new im- 
portance. One case developing in a milk handler 
may be the fulminant that will set off explosive 
outbreaks in other localities and here is the first 
great lesson to be learned. It is that raw milk, 
no matter how scrupulously handled, is always 
a potential source of epidemic disease. The Bos- 
ton outbreak of 1911 with its thousand or more 
victims originated in just such a souree—a dairy 
of the highest grade, but supplying raw milk. 
The extensive Chicago epidemie of 1911 was 
traced to milk pasteurized (Sic) by the flash sys- 
tem, as was the similar epidemic in Baltimore 
in 1912. We seem to forget or disregard the 
fact that milk is an ideal medium for the rapid 
growth of the organisms of septic sore throat, 
typhoid fever and of diphtheria, and so, too, 
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that milk properly pasteurized by the holding 
method is the only safe milk for human con- 
sumption. ; 

Once more we have abundant and affecting 
evidence of man’s unselfish willingness to succor 
his afflicted fellows. The situation recalls vivid- 
ly the days of the influenza epidemic, where phy- 
sicians and nurses gave beyond their strength, 
where the Red Cross again more than met the 
eall, and where health officers, State and home, 
spent their time and resources untiringly. Our 
heart, as all hearts must, warms to such an heroic 
response but our head asks why, with our mod- 
ern knowledge, should such suffering be? It 
could have been prevented. 

The Lee disaster, with its human suffering and 
sacrifice of human lives, its financial loss and its 
sorrow should outweigh the ignorance, the petty 
economy and the political obstinacy that still 
prevent the passing of laws that will prevent 
calamities such as this. We can not believe that 
with the Lee lesson so poignantly before us, and 
with the dreadful remembrance of the Boston 
outbreak in 1911, the physicians and citizens of 
this Commonwealth will do anything but lend 
their active and hearty support to the public 
health officials in their efforts to secure legisla- 
tion that will insure the safety of this State’s 
milk supply, and make, so far as it is humanly 
possible to make, the occurrence of another such 
catastrophe impossible. 





ENDEMIC GOITER IN MASSACHUSETTS 


In this number of the JourNAL there is a care- 
ful statistical study by Doctors Doering, Lom- 
bard, and Moore of the Massachusetts Depart- 
ment of Public Health, of the prevalence of 
endemie goiter in Massachusetts, based on a sur- 
vey of high school students in fifty-five towns 
and cities in this State. A preliminary report 
on this survey has been published by Olesen’. 

There were 12,270 students of the total 17,197 
examined who at the same time had physical ex- 
amination ecards, and these are the basis of the 
present report. In addition, the iodine content 
of the drinking water in thirty-nine of the towns 
and cities were determined. So far as can be 
determined by. the correlation between the prev- 
alence of goiter, and the iodine content of drink- 
ing water, there is very little correlation. How- 
ever, there is rather suggestive evidence that 
distanee from the ocean is an important factor. 
Whether this depends on variation in geologic 
formations, or the amount of iodine-bearing sea 
food eaten is difficult to decide. 

Probably the most important fact brought out 
by this study, as well as that of Olesen, is the 
establishment on a scientific basis of a general 
belief that endemic goiter is not a pressing prob- 
lem in Massachusetts, and that no widespread 
efforts for its control are necessary. 

There is a suggestion in the statistics present- 
ed that there may be a racial factor connected 
with endemic goiter. No significant difference 








between the goitrous and non-goitrous groy 
was found with respect to the past occurrences 
of the common communicable diseases, and little 
or no difference between the two groups go fap 
as height and weight was concerned. 

As in any survey of this type, there are a eer. 
tain number of ‘‘unknowns’’ which have to be 
considered. However, in view of the size of the 
sample, the data obtained should represent pres. 
ent conditions in Massachusetts. 


REFERENCE 


1 Olesen, R., and Taylor, N. E.: Public Health Reports, XLII, 
No. 12. 





CAN PHYSICIANS ON STAFFS OF HOs. 
PITALS COLLECT FEES FOR SERVICES 
TO INJURED WORKMEN UNDER THE 
COMPENSATION LAW 


THE Industrial Accident Board has tried to 
prevent physicians serving on staffs of charitable 
hospitals from collecting fees for services ren- 
dered to injured workmen who may have been 
admitted to such hospitals. It has seemed to 
be the attitude of the Board that unless the doe- 
tor had been specifically selected by the patient 
that he had no rights under the law for con- 
pensation. 

A very interesting decision by Justice Bishop 
in the report of the Allen Case which led up to 
the question of charges by Dr. Martin H. Spell- 
man is reported on page 162 of this issue. The 
medical profession will find much of interest in 
the Brief submitted and the decision of Justice 
Bishop. This decision may lead to further ac- 
tion by the full bench because it may not be 
accepted by the Industrial Accident Board. 

The standing of physicians before the Indus- 
trial Accident Board has gradually broadened 
and with this action of Judge Bishop there 
seems to be a very fair consideration of the 
rights of physicians in connection with service 
to industrial accident cases. The old argument 
that doctors and hospitals must contribute to 
the operation of the law because both have ae- 
quired the reputation of doing charity work 
seems likely to be refuted. Although doctors 
and hospitals have been ready to extend the 
utmost consideration to deserving poor it seems 
sound to contend that since insurance under the 
law is to meet the needs of the injured workman 
the doctor is as much entitled to reasonable 
compensation as any other person or agency who 
may be called upon to render aid. The profes- 
sion must in all justice, however, recognize that 
under this law the average payments to doctors 
have increased tremendously and thereby a 
heavy burden has been laid on industry. We 
must be careful to exercise reason in our claims, 
and each new contention for recognition should 
be made to conform to the principles in the law 
in the broadest way. 

In this particular claim, however, the dignity 
of the profession seemed to demand action which 
now has been endorsed by one of the great minds 
of the legal profession. 
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THIS WEEK’S ISSUE 


Contains articles by the following named 


authors : 


HexToEeN, Lupvie. Se.D., LL.D., M.D. Uni- 
versity of Ill., 1887. Director of John MecCor- 
mick Institute for Infectious Diseases ; Professor 
of Pathology, University of Chicago. His sub- 
is: ‘Biologie Tests for Medicolegal Pur- 
poses”. Page 120. Address: Professor of 
Pathology, Rush Medical College, Chicago, Ill. 


Leary, TrimotHy. A.M., M.D. Harvard, 1895. 
Medical Examiner, Suffolk County ; Professor of 
Pathology and Bacteriology, Tufts College Medi- 
eal School. His subject is: ‘‘The Massachusetts 
Medicolegal Society’’. Page 127. Address: 
Tufts College Medical School, Boston. 


MacratH, Grorce Burgess. A.B., A.M., M.D. 
Harvard, 1898. Faculty Instructor in Legal 
Medicine, Harvard University Medical School; 
Medical Examiner For Suffolk County ; Consult- 
ing Medicolegal Pathologist. His subject is: 
“The Functions of the Massachusetts Medico- 
legal Society’’. Page 131. Address: 274 Boyl- 
ston Street, Boston. 


Howg, Outver H. M.D. Harvard, 1886. Medi- 
cal Examiner since 1887; Recording Secretary 
Massachusetts Medicolegal Society 1907-1915; 
President 1917-1918; School Physician of Co- 
hasset since 1907; Member Local Board, Selec- 
tive Military Draft 1917-1918. His subject is: 
“Reminiscences of the Society’’. Page 132. 
Address: Main Street, Cohasset, Mass. 


SmitH, Minuarp. B.S., M.S., M.D. Harvard, 
1923. Instructor in Medicine (1927) University 
of Michigan Medical School; Research <Asso- 
ciate (1928), Simpson Memorial Institute, Ann 
Arbor, Mich. His subject is: ‘‘Observations on 
the Treatment of Arthritis with Particular Ref- 
erence to the Use of Ammonium Ortho-Iodoxy 
Benzoate’’. Page 133. Address: Simpson Me- 
morial Institute, Ann Arbor, Mich. 


Re, Wintuiam D. A.B., M.D. Harvard, 1909. 
Assistant Professor Cardiology, Boston Univer- 
sity, School of Medicine; Associate Member 
Evans Memorial; Visiting Physician and Chief 
of Heart Clinic, Massachusetts Homeopathic 
Hospital ; Cardiologist to Newton Hospital. His 
subject is: ‘‘The Prognosis and Treatment of 
Rheumatic Heart Disease’. Page 139. Ad- 
dress: 510 Commonwealth Avenue, Boston. 


Dorrtne, Cart R. A.B., C.P.H., D.Se., M.D. 
Baylor University College of Medicine, 1921. 
Instructor in Vital Statistics, Harvard School of 
Public Health. Address: 55 Van Dyke Street, 
Boston. Associated with him are: 

Lomparp, Hervert L. A.B., M.P.H., M.D. 
Bowdoin, 1915. Epidemiologist and Chief of the 
Cancer Section, Massachusetts Department of 


Moors, Freprika. A.B., M.D. Boston Uni- 
versity, 1910. Child Welfare Physician in the 
Department of Public Health. Their subject is: 
‘‘Endemie Goiter in Massachusetts’’. Page 143. 
Address: State Normal School, Hyannis, Mass. 


Wuirtr, Leon E., Jr. A.B., M.D. Columbia 
University College of Physicians and Surgeons 
1893. Otolaryngologist, Massachusetts Eye & 
Ear Infirmary; Otologist, Massachusetts Gen- 
eral Hospital. His subject is: ‘‘End Results of 
One Hundred Unselected Radical Mastoid 
Operations’’. Page 145. Address: 390 Com- 
monwealth Avenue, Boston. 


After dinner addresses at the Annual Dinner 
of the Massachusetts Medical Society were as 
follows: 


Dr. John M. Birnie, President, acted as Toast- 
master. 

Hon. Michael J. O’Hara, Mayor, whose re- 
marks appear on page 107, extended the greet- 
ings of the City of Worcester. 

Dr. James Ewing spoke on the cancer prob- 
lem—Page 108. 

Dr. E. H. Stevens remarks consisted of a re- 
port of present day methods and teaching as 
compared with those of his early experience— 
Page 111. 

Rev. Mr. Tomlinson—Page 112. 

Dr. Francis D. Donoghue—‘‘ Problems of the 
Industrial Board As Applied to Physicians’’— 
Page 114. 


<i 
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BOSTON MEDICAL LIBRARY 
Dr. Epwarp Aucustus HOoLyoKE 
August 1, 1728-March 31, 1829 


AmonG those who helped to establish the town 
of Salem in the front ranks of colonial com- 
munities the name of Dr. Edward Augustus 
Holyoke stands out conspicuously. His long life 
gave him extraordinary opportunities but more 
than that, he employed his time to an unusual 
degree in profitable effort. He seems to have 
adopted as his guiding principle a quotation 
from the Latin which he, at one time, employed 
as the caption for a theme at College, viz: ‘‘La- 
bor improbus omnia vincit.’’ To a remarkable 
degree, for that time at any rate, he appreciated 
the importance of reading and as there were 
few books to be had except as they were im- 
ported he, for many years, devoted some of his 
income to procuring the best literature on medi- 
cal subjects which he could lay his hands upon. 
He is said never to have been further than thirty 
miles from the place of his birth and after he 
settled in Salem, in 1749, he left the town upon 
very few occasions. His longest trip was to 
Portsmouth at which time he was absent for five 
days. On the occasion of his second marriage he 
was away a week, which time he only exceeded 








Public Health. Address: 546 State House, Bos- 
ton, and 


once, and that was when he visited Boston in 
1764 to be inoculated for the small pox. In 
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spite of all this he can scarcely be credited with 
being provincial. His ancestry doubtless provid- 
ed him with a foundation upon which he was 
able to build. His forebears come from the 
vicinity of Tamworth in Warwickshire, England, 
in 1638, a part of them settling in Lynn and a 
part in Springfield, Mass. Dr. Holyoke’s father 
was a clergyman, whose parish at the time of his 
(Edward Augustus’) birth was located in Mar- 
blehead, where he remained until 1737 when he 
was called to the Presidency of Harvard Col- 
lege, where he himself had been educated. He 
continued in this office for thirty years. The 
younger Holyoke removed to Cambridge with 
the family when he was nine years of age and 
prepared for College, matriculating in 1742 
and graduating in 1746. During some of the 
time that he was at Harvard he taught school 
at Lexington and Roxbury. In July 1747 he 
began the study of medicine with Dr. Berry of 
Ipswich where he remained until 1749, going 
from there to Salem, the site of his future pro- 
fessional and other activities. Practice came so 
slowly at first that he was sorely tempted to try 
some where else. In the course of time however 
he had no oceasion to lament the scarcity of 
practice for he made at times as many as one 
hundred visits in a day, the average payment for 
which was eleven cents. This number of course 
was only during the prevalence of certain of the 
epidemies with which the town was visited. The 
period of his professional activity extended over 
eighty years. He had the distinction of being 
the first medical graduate of Harvard Univer- 
sity as he became the first president of the Massa- 
chusetts Medical Society and was among the 
original members of the American Academy of 
Arts and Sciences and its president for a term. 
He also was elected to corresponding member- 
ship in the Royal Academy of Florence, Italy. 


His fellow citizens frequently turned to him 
for civie advice and he occupied many positions 
of honor and trust among them. At his death 
he was President of the Salem Atheneum, of 
the Essex Historical Society, the Institution 
of Savings and the Salem Dispensary. He was 
reputed to have been a good scholar. He read 
Latin and French fluently and his books, of 
which this Library is the custodian, are large- 
ly in the Latin language. He was a student of 
Philosophy and Natural Science, was a good 
classical scholar, mixed freely in the society of 
his friends, was an agreeable conversationalist, 
was of a deeply religious nature, in fact perhaps 
his principal contribution to literature was an 
essay upon ethics which he wrote for his own 
guidance and only allowed to be printed private- 
ly. He prepared this after he was eighty and 
revised it in his one hundredth year. He was a 
keen observer and a careful recorder of his ob- 
servations though lack of time prevented any 
elaborate system of case history record. He 
kept metereological observations daily in a diary 
where he jotted down the diseases he had seen 





and any other data he thought significant, His 


practice was a general one including 

and obstetries along with the usual run of strig, 
ly medical diseases. His reputation was Such ag 
to attract students of medicine who were g 
prenticed to him as was the custom of that time 
There are records of thirty-five such, amo 
whom were many prominent in their day in th 
practice of towns in this vicinity. At the time 
of his death there were still living thirteen of 
that number. The merit of that method of jp. 
struction in medicine is receiving recognition 
in these days after a lapse of fifty to Seventy. 
five years during which it was not followed a 
all. This serves to remind us that systems of 
medical education are subject to changes jp 
fashion and that what is today all the vogn 
may tomorrow become anathema. It is perhaps 
well that it is so for in no other way will w 
be able, it may be, to get rid of some of the 
fads which the curriculum is saddled. Young 
men will find, even in this sketchy account of 
the activities of a practitioner of nearly a cen- 
tury ago, much that should point the way to 
success both in what they are able to do for 
their patients and in the intellectual satisfac. 
tions of a life of study and clinical research, 
Several comprehensive accounts of Dr. Holyoke’s 
life may be found in the Library and his entire 
Medical Library may be seen by anyone who in- 
quires at Holmes Hall. 


_— 
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MISCELLANY 





THE ALLEN CASE 


COMMONWEALTH OF MASSACHUSETTS 


Suffolk, ss. Superior Court 


No. 204812 
James Allen’s Case 
James Allen Employee 
Arthur C. Harvey Co. Employer 


Travelers Insurance Co. Insurer 
Martin H. Spellman, M.D. Physician 


BRIEF FOR THE PHYSICIAN 


The case comes before the Superior Court on the 
certification by the physician, Dr. Martin H. Spell: 
man, of the records of the Industrial Accident Board, 
denying him payment of a medical bill for services. 

The facts are briefly these: 

On March 23, 1927 James Allen, while at work for 
Arthur C. Harvey Co. caught his right hand in the 
gears of a machine. 

“Local examination” showed “badly mangled right 
hand, from which the index, middle and two phalan- 
ges of ring finger, are torn off”. (St. Elizabeth Hos 
pital Record, Rec. p. 5, lines 13 et seq.) 

The employee, a single man, had “no family physi- 
cian, and a man in the office took him to Dr. Laribee 
who bandaged the hand, but advised him that it was 
a hospital case. As St. Elizabeth Hospital was the 
nearest, witness (Allen) decided to go there for 
treatment. The nurse at the hospital asked employeé 
if he had a family doctor and when he said he did 
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vet was on the table at the time and could not call 


the doctor he told the nurse to call Dr. Spellman for 
him. . - he was lying on the operating table when 
the doctor arrived. Witness is well satisfied 
with the treatment rendered him by the doctor. Aft- 
er Dr. Spellman got through with him the insurer 
wrote employee that their doctor would take care 
of him. (Dr. Allen). . . . The insurer is still pay- 
ing him compensation at the rate of $16 a week. . . . 
Dr. Spellman operated upon him and returned every 
morning to treat him. . . . 16 days”. (Ree. p. 2.) 
Dr. Martin H. Spellman testified (Rec. pp. 2 et 


seq.) 

“witness is chief of the accident service at St. 
Elizabeth’s Hospital. He was at his home 
in Roslindale when he first heard of this case. 
Through the switchboard operator at the hospi- 
tal he was told to come over there was 
an accident case. Upon the arrival at the 
hospital he prepared the patient and amputated. 
The index, middle and part of the ring fingers 
were amputated by the machine and hanging off. 
Witness did what they call a debridement, 
cleaned up the whole business and amputated 
those that were hopelessly lost. For the 
operation witness charged $30 and for each 
dressing and visit $1, charge made only during 
first 2 weeks. His total bill is $45.00. . .. He 
has permission (from the hospital) to charge 
for professional services to all patients who are 
not admitted to his service as charity patients. 
A charity patient is a patient who has not any 
money. A patient who has no private means but 
who is covered by insurance is not a charity 
patient. The hospital does not consider such 
a patient a charity patient and sends a bill to 
the insurer. The bill of $63 which the insurer 
paid the St. Elizabeth’s Hospital in this case 
covers board and room, use of the operating room 
and the materials used. This hospital bill does 
not cover his services. Witness is pretty sure 
the hospital allows any surgeon to charge. He 
asked permission to do so in industrial accident 
cases such permission was given him be- 
fore this accident. When he learns that an acci- 
dent is covered by insurance he sends a bill for 
his services.” 


Dr. Spellman further testified: (Rec. pp. 3 et 


seq.) 

“He cut his bill to make a test case out 
of this, to find out whether or not a staff doctor 
may collect for his services rendered. As staff 
doctor he gives his time gratis to the poor. He 
receives no salary from St. Elizabeth’s Hospital. 
The other doctors in the department charge for 
their services. In this case the insurance com- 
pany told him they refused to make payment 
on the bill because he was a staff doctor. . 

“It was an emergency case. . . . Mr. Allen was 
in the ward. People in the ward who are able 
to pay are supposed to pay witness. A bill is 
sent to such persons. .. . 

“If a man is covered by compensation insurance, 
witness considers it a case that can pay and 
always sends the patient a bill. Witness thought 
this man could afford to pay and that the insurer 
could afford to pay. Mr. Allen is single.’ 


It further appeared that after the first two weeks 
the insurer’s physician, Dr. Allen, took over the case 
“the insurer paying the (Dr. Allen’s) bill’. (Rec. 
p. 4). 


know any she suggested Dr. Spellman. As wit- 


The question for decision before the Board was 
whether a staff doctor, operating in an emergency, 
and treating an employee during the first two weeks, 
can charge the insurer the reasonable value of such 
services. 

The Board expressly found that the “professional 
services were adequate and... the 
charge made by him is reasonable,” but denied pay- 
ment to the doctor by the insurer on the ground 
that a staff doctor can not legally make a charge 
“in hospital cases coming into the hospital in the 
ordinary course’. (Rec. p. 6.) 

The physician, aggrieved by this ruling, certified 
the case to this Court, and maintains that he is 
entitled to payment under Sections 13 and 30 of the 
Act. 


ISSUES 


The physician, in support of his contentions that 
he is entitled to the $45, i. e. $30 for the operation, 
and $15 for after treatment during the first two 
weeks of the injury, maintains the following propo- 
sitions: 


ie The dispute between the physician and in- 
surer is rightfully before the Industrial 
Accident Board under G. L. Chapter 152, 
Section 13. 


II. Dr. Spellman is entitled to payment because 
the insurer, on the evidence, failed to fur- 
nish adequate and reasonable medical and 
hospital services, and must, therefore, pay 
the employee’s own physician. 

III. Dr. Spellman is entitled to payment under 
the provision “treated by a physician of his 
own selection” in Section 30 of the Act. 

IV. Dr. Spellman is entitled to payment under 
the “emergency or justifiable cause” provi- 
sion of Section 30 of the Act. 


ARGUMENT 


I 


THe Dispute BETWEEN THE PHYSICIAN AND INSURER 
Is RIGHTFULLY BEFORE THE INDUSTRIAL ACCIDENT 
Boarp UNpberR G. L. CHAPTER 152, SEcTION 13 


G. L. Ch. 152, S. 13 expressly provides: 


“If the insurer and any physician .. . fail 
to agree as to the amount to be paid for such 
services, either party may notify the department, 
which may thereupon assign the case for hear- 
ing by a member thereof. The member shall 
report the facts to the department for decision, 
and the decision shall be enforceable under sec- 
tion eleven.” 


The insurer refused to pay Dr. Spellman’s bill, in 
a case clearly arising under the Workmen’s Compen- 
sation Act; in such a case the Board undoubtedly 
has complete jurisdiction to pass upon the merits 
of the claim. 


Panasuk’s Case, 217 Mass. 589 
Pecott’s Case, 223 Mass. 546 
Huxen’s Case, 226 Mass. 292 
Ripley’s Case, 229 Mass. 302 
Favor’s Case, 257 Mass. 267. 


In Holland v. Zeuner, 228 Mass. 142, the doc- 
tor was paid by the insurer for the first two 
weeks, and sued the employee in the Munici- 
pal Court of the City of Boston for subse- 
quent services for which the insurer was 





not chargeable under the Act. Held, the com- 








158 EDITORIAL DEPARTMENT 


N.E. J. ofy 





mon law suit against employee was proper 
as insurer was not chargeable under the Act. 


In the case at bar, if the insurer is liable for the 
payment, under Section 30, the jurisdiction of the 
Board is beyond dispute. 


II 


Dr. SPELLMAN Is ENTITLED TO PAYMENT BECAUSE THE 
INSURER, ON THE EVIDENCE, FAILED TO FURNISH ADE- 
QUATE AND REASONABLE MEDICAL AND HOSPITAL 
SERVICES, AND Must, THEREFORE, PAY THE Em- 
PLOYEE’S OWN PHYSICIAN 


Originally, under the Act, the employee could not 
choose his own physician, not even during the first 
two weeks. 


Pecott’s Case, supra. 


But the duty was and still is put upon the insurer 
to “furnish adequate and reasonable medical and 
hospital services, and medicines, if needed.” (G. L. 
Ch. 152, S. 30.) 


And furnish means more than a passive willing- 
ness to respond to a demand. It implies some degree 
of active effort to bring to the injured person the 
required humanitarian relief. Furnish means to pro- 
vide or supply. And where the insurer failed to pro- 
vide a doctor, even in the days when the employee 
had no right to select his own, the doctor’s fee was 
payable by the insurer. 


Panasuk’s Case, supra. 

(where the Court ordered the insurer to re- 
imburse the employee $22.50 because the in- 
surer failed to furnish a doctor, and the 
employee selected his own during the first 
two weeks; and the Court further held that 
the posting of a notice by the insurer, where- 
in appeared a list of doctors, printed in 
English, was not enough where the employee 
was illiterate). 


And in Ripley’s Case, supra, the Court held 
that “furnishing” a hospital meant more 
than posting the name of the Cambridge Re- 
lief Hospital, there being no evidence that 
the hospital ever arranged with the insurer 
to allow injured employee in. 


In the case at bar, there is no evidence that the 
St. Elizabeth’s Hospital ever arranged with the in- 
surer to care for its assured’s employees. The in- 
surer clearly failed to furnish hospital services. In- 
stead it paid the St. Elizabeth’s Hospital $63, and 
thus paid the penalty for its failure to “furnish” 
a hospital. 

But the Act distinctly says three things shall be 
furnished, to wit: 

1. Medical services 
2. Hospital services 
3. Medicine. 


The medical services (i. e. aid of physician, sur- 
geon, etc.) are distinct from the hospital services. 
Providing a hospital does not satisfy the first require- 
ment of medical services. As Dr. Spellman testi- 
fied: 


“The bill of $63 which the insurer paid the 
St. Elizabeth’s Hospital in this case covers board 
and room, use of the operating table and materi- 
als used. This hospital bill does not cover his 
services.” (Rec. p. 3.) 


July 19, 1928 


The insurer, therefore, clearly failed to furnish 
doctor during the first two weeks. It was * 


“after Dr. Spellman got through with h 
insurer wrote employee that their docto 
Allen) would take care of him 
timony, Rec. p. 2). 


im the 
r (Dr, 
(employee's tes. 


It is, therefore, clear that had the employee paid 
Dr. Spellman the $45, he would be entitled to re- 
imbursement, under Panasuk’s Case, supra. 


And direct recovery, by the doctor against the in. 
surer, without the need of the employee’s first paying 
the doctor, meets with common sense, the background 
of all good common law. 


III 


Dr. SPELLMAN Is ENTITLED TO PAYMENT UNDER THE 
PROVISION “TREATED BY A PHYSICIAN OF His Owy 
SELECTION”, IN SECTION 30 OF THE ACT 


G. L. Ch. 152, Section 30 provides: 


“The employee may select a physician other than 
the one provided by the insurer, and in case he 
shall be treated by a physician of his own selec. 
tion . . . the reasonable cost of his services 
shall be paid by the insurer, subject to the ap- 
proval of the department. Such approval shall 
be granted only if the department finds that the 
employee was so treated by such physician .. , 
and in all cases that the services were adequate 
and reasonable and the charges reasonable.” 


The Board expressly found that the charges were 
reasonable and the services adequate; but ruled, as 
a matter of law, that the facts surrounding the em- 
ployment of Dr. Spellman did not amount to a selee- 
tion within the meaning of the Act. 


Where the facts are clear, the Board’s ruling of 
law based solely on the facts is not final—the law 
question is open to review by this Court. 


Gillard’s Case, 244 Mass. 47 at p. 55. 


The Board expressly found that the employee 
“made a choice of the hospital”, and that “he knew 
no doctor in the hospital and he so stated to the 
nurse. . . . She then suggested the name of Dr. 
Spellman and he said that Dr. Spellman would be 
all right.’ 


Dr. Spellman was then hurriedly reached by tele 
phone at his home in distant Roslindale, and he came 
rushing to operate on this employee alone. 


The case was a rush case. Decisions had to be 
made quickly, and the employee deliberately made 
the nurse his agent to select Dr. Spellman. That she 
suggested the name of Dr. Spellman does not any 
the less make the selection that of the employee. In 
hurried matters, we all select rapidly, and accept 
suggestions. In daily life, when an emergency arises, 
we send for the first doctor some one near us names, 
if we have no doctor of our own choice. And there 
is no legal reason why a nurse, who has confidence 
in a surgeon, by virtue of her daily contact with 
him, can not rightfully suggest the name of a doctor. 

And Woodward, in the Law of Quasi Contracts, 
points out in section 201 (pp. 315 et seq.) that 

“for professional services, unless there is evi- 


dence either that credit was extended to a third 
party or that there was no intention to charge, 





the beneficiary should be required to pay reason- 
able value.” 
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Further, the employee expressly testified that he 
“told the nurse to call” Dr. Spellman (Ree. p. 2 
line 39). ; 

Again, testifying (Rec. p. 2 lines 15 et seq.) the 
employee stated emphatically: 

“Ag witness was on the table at the time and 
could not call the doctor he told the nurse to call 
Dr. Spellman for him.” 


It is submitted that it is not necessary that the 
employee know the doctor before the injury: it is 
enough if, after the name of the surgeon is sug- 
gested, that he asks that the surgeon named be sent 
for; and when the surgeon arrives, and performs 
the necessary services upon a conscious, intelligent 
patient, this constitutes a selection within the mean- 
ing of the Act. 

The Board expressly found he selected the hospi- 
tal—and yet all he knew about the hospital appar- 
ently was that it was the nearest. And by the same 


token, he selected Dr. Spellman, as being the handi-]. 


est and probably the best fitted by virtue of his daily 
contact with the said hospital and the mere fact that 
he was the surgeon, is chief of the accident ward, 
did not make it legally impossible for an employee 
to “select” him. 

The Act contains no clause “except staff physi- 
cians’ and the Board has no legal right to read such 
an exception into the Act. 

It follows, therefore, that the employee made a 
selection of Dr. Spellman as his physician, within 
the meaning of Section 30 of the Act, and the opera- 
tion and treatments all being within the first two 
weeks, and the services being adequate and the bill 
reasonable, the physician is clearly entitled to the 
payment of the $45. 


See Holland v. Zeuner, supra. 


IV 


Dr. SPELLMAN Is ENTITLED TO PAYMENT ONDER THE 
“EMERGENCY AND JUSTIFIABLE CAUSE” PROVISION OF 
SecTIon 30 oF THE AcT 


G. L. Chapter 152, Section 30, expressly provides 
that “where in case of emergency or for other 
justifiable cause, a physician other than the one 
provided by the insurer is called in to treat the 
injured employee, the reasonable cost of his serv- 
ices shall be paid by the insurer, subject to the 
approval of the department. Such approval shall 
be granted only if the department finds that .. . 
there was such emergency or justifiable cause, 
and in all cases that the services were adequate 
and reasonable and the charges reasonable.” 


The Board, in effect, found that Dr. Spellman met 
all the requirements of this emergency and justi- 
fiable clause, but being a staff physician, he could 
not benefit thereby. 

“The real question,” wrote the Board, “is whether 
or not the insurance companies should be charged 
with the payment for services rendered by staff doc- 
tors in hospital cases coming into the hospital in 
the ordinary course.” (Rec. p. 6.) 

The elements of the emergency and justifiable 
clause are all met, for 


(1) there was an emergency. 


On the facts, an immediate.amputation was 
necessary. The nearest doctor, Dr. Laribee, 
finding the task was beyond him, sent the 





employee to the nearest hospital, and within 
an hour or two from the moment of accident, 
Dr. Spellman operated. This certainly is 
an emergency case. 


In Pecott’s Case, 23 Mass. 546, the hernia 
occurred at Saturday noon, but the op- 
eration did not follow until the next 
Wednesday. This was held not to be 
an emergency and Carroll J. said: “pro- 
vision was made for the case of emer- 
gency, where there was imminent danger, 
where the suffering and pain were se- 
vere, where immediate attention was 
required, and the services of the insur- 
ance physician could not be obtained in 
time to give relief.” 


And Dr. Spellman testified (Rec. p. 3 next 
to last line) 


“It was an emergency case” and it was 
not until after the two weeks were up 
that the insurer provided a doctor (Rec. 
p. 2, where employee testified “after Dr. 
Spellman got through with him the in- 
surer wrote employee that their doctor 
would take care of him’’.) 


(2) and there was also justifiable cause for go- 
ing to Dr. Spellman. 

It was a hospital case. There was no 

time to try to hunt up one of the insur- 

er’s doctors. The St. Elizabeth “hospi- 

tal . . . was handy and it was 

a case for operation (Rec. p. 2 line 31). 


In the words of Carroll J. in the Pecott Case, 
supra, there was 
“cause which would justify a reasonable 
man in neglecting to seek the attention” 
of the insurer’s physician, even if the 
employee knew of one (and he did not 
know one, according to the evidence). 


And the Board expressly found that the 
services and charge made were adequate and 
reasonable. (Rec. p. 6.) 


(4) And there is no exception in the Act for 
staff physicians. Nowhere do the words “ex- 
cept that staff physicians shall not collect in 
emergency cases” appear in the Act. 


(3 


a 


But the Board has, as a matter of law, made a 
single exception in staff cases, and has read in an 
exception which does not appear in the Act. Such 
a legal interpolation is, of course, open to review 
by this Court. 


Gillard’s Case, supra. 


The Court is bound by the words of the Legisla- 
ture, not what the Court thinks the Legislature 
should have done, but what it actually did do. As 
Chief Justice Rugg said in Madden’s Case, 222 Mass. 
487 at p. 497, in discussing the meaning of personal 
injury: 

“It may be that the Legislature intended a more 
narrow field than actually was described by the 
words used. But if that be so, the remedy must 
be sought from the Legislature. There are no 
means by which the Court can ascertain ‘the 
purpose and effect of a statute except when given 
their common and approved meaning.” (citing 
Bergeron, petitioner, 220 Mass. 472,475). 


And the Chief Justice disposes of the claim that 
a favorable ‘decision would result in tremendously 
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increased costs to the detriment of the general wel- 3. The Board’s argument that hospitals are pub. 
fare, etc., in the following words:— lic poy eng exempt from taxes, guj 
“These considerations are of great public mo- — awa cnaaters, fe Withee Not ¢ol. 
ment. But these factors relate to legislative hospitals’ statutory privileges are to — 
questions and the arguments founded on them insurers from paying staff doctors . Pm 
are distinctly legislative arguments. . . . In the the Board uniformly order the Pee ¥ does 
present forum they cannot have decisive sig- pay the hospital for board and ep to 
nificance, even if it were plain that the enumer- even in the case at bar, the hospitas 64 
ated consequences were inevitable . . . they board and room has voluntarily bee Il for 
cannot control a plain rule of positive law estab- by the insurer. Furthermore, the me: Paid 
lished by clear language in a legislative man- may be free from taxes, ae. Uk Fr 
date.” (Madden’s Case, supra, at pp. 496 and doctor is not free from taxes and is not free 
497). from suits, and he does enough free work 
It follows, therefore, that the reasons given by the a he oe - ~eoge a policy-unpro. 
Board, relating to increased costs, and reading in a ene a © puoue. 
exceptions that do not exist in fact, in language 4. The staff doctor certainly gets experience 
which is clear and unequivocal, has no basis in law. and some prestige, but so does the private 
An examination of the further reasons given by doctor doing the same job at his own office 
the Board for denying payment to Dr. Spellman dis- for which the insurer undoubtedly would 
closes no legal basis for the Board’s action, for have to pay him. The services rendered 
are just the same whether done at the hos 
1. Nota single case is cited by the Board in its pital or at the private office, and the locus 
support. If this case be regarded as one of the doctor at the time he amputates the 
of first impression, then the plain language fingers should make no difference in lay, 
of the Statute must control. Furthermore, the prestige is derived mainly 
The entire theory of paying a doctor for from excellent work on real “charity” cases, 
emergency services, is to pay him reasonable 5. The idea that there would be much discon. 
value for actual services rendered. It is tent among doctors and the public if staf 
not based on the contractual theory of offer doctors were paid, is merely fanciful. There 
and acceptance—for the patient may be un- would be less cases rushed to public hospital 
conscious during the entire course of the if the insurer had to pay for all actual serv. 
first aid services. The physician who actu- ices rendered. The employees would be 
ally renders the services is to be paid. He spirited away to the insurer’s clinic, instead. 
may be white or black, known or unknown And the contributing public would save 
to the patient; he may be a leader or a be- money, as the hospital spends more on the 
ginner in the profession; he may be con- employee than the insurer returns in cash 
nected with a hospital or practice solely in to the hospital. And, if a few isolated emer- 
a village. The only standard provided by gency cases reach public hospitals, let the 
the Statute is that the services must doctor who renders actual services get paid 
(1) be adequate and reasonable, and for them. 
(2) the charges reasonable. (G. L. Ch. . 
152, Section 30, supra.) 6. The fear that rates would be raised if staff 
doctor were allowed to charge, is untenable. 
And the Board expressly found that Dr. Premiums today are figured upon the medi- 
Spellman complied with this sole standard. cal cost plus compensation cost. Insurers 
And the exception read in for staff physi- give the employers no rebates because they 
cians was read in without the citation of, expect a large number of their cases to be 
or support from, a single legal authority rushed into public hospitals where the staff 
in this Commonwealth or elsewhere. member will work gratis. Furthermore, the 
2. The Board, on its own statement (Rec. pp. 6, ea a Rage ogy not a matter for the 
7) acted partly on the advice of a so-called Mad Pa io = a. 
Medical Advisory Committee, yet admits “it s _— 
was not for it to delegate any authority The Board might just as well deny an em: 
which they had or any duty which was placed ployee compensation, even if he were én- 
upon it to such a committee.” titled to same by law, as the award will un- 
The Medical Advisory Committee, so- doubtedly tend to increase rates. 
called, has no legal standing, and rep- 7. The hospital was paid $63.00, but that clear- 
resents undoubtedly the minority opin- ly was for board and room and did not in 
ion of the doctors in the Commonwealth clude the services of doctors. The Board has 
today. There is no provision in law for uniformly distinguished between doctors’ 
its existence, and in fact it has no known services and hospital rates. And the Act 
existence today; and at any rate, the (G. L. Ch. 152, Section 30) expressly differ- 
opinions of a picked few, unknown to entiates between the two—the employee is 
Dr. Spellman, can in no manner bind entitled to both. 
him. The so-called Committee were See Bolton’s Case, 243 Mass. 230 
simply a number of physicians known See Rec. p. 3 (Dr. Spellman’s testimony 
to those connected with the Board and iat $63 roel ae hospital did not in- 
simply called in for advice of a non- clude his services) 
binding nature. A number of these phy- 
sicians were or are connected with in- 8. An employee covered by a compensaticnu pol- 


surance companies, directly or indirectly. 
Furthermore, Medical Committees cannot 
read exceptions into the law and fly in 
the face of the plain Statutory language 
in G. L. Ch. 152, Section 30. 





icy is really not a charity patient. The pub 
lic hospital is intended only for poor persons, 
unable to raise enough to pay for a private 
doctor or hospital. If he can afford to pay 
or has a policy calling for his affluent friend, 
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the insurer, to pay, he has no place in the 
ward of a public hospital. If he wishes to 
come in as a private patient, at private 
rates, that is another thing, but then he is 
attended by a private doctor at private rates, 
and not by a staff doctor. The only fair 
thing to do, it is submitted, when an in- 
sured employee is rushed into a public hos- 
pital, is to make him a private patient at 
private rates, which, so long as they are 
reasonable, should be paid by the insurer, 
and if the employee does not select his own 
doctor, let the hospital authorities designate 
which member of the staff is to treat him, 
at the expense of the insurer. 


Finally, it may be argued by the insurer, 
that the exception should be read into the 
Act, out of considerations of public policy, 
and on fiduciary or trust relationship theory. 


The public policy theory has no legal basis. 
Exceptions made on the basis of public policy 
are generally made when the payment tends 
injuriously to affect the public welfare. 


Cf. Noble v. Mead-Morrison Mfg. Co. 
237 Mass. 5 at p. 21. 


How paying a staff doctor for actual 
services rendered, by an insurer who 
has collected premiums for the specific 
purpose of covering medical expenses as 
well as compensation, will injuriously 
affect the public welfare, is difficult to 
see. 


In Kaplan v. Suher, 254 Mass. 180 at 
p. 185 where a contract to reveal undis- 
covered assets of a decedent estate was 
held not contrary to public policy, Rugg, 
C. J. aptly said: 


“There is nothing contrary to pub- 
lic policy in the agreement 
‘the right of private contract is no 
small part of the liberty of the citi- 
zen, and that the usual and most 
important function of courts of jus- 
tice is rather to maintain and en- 
force contracts, than to enable par- 
ties to escape from their obligation 
on the pretext of public policy, un- 
less it clearly appear that they con- 
travene public right or the public 
welfare.’ ” 


Nor is there any legal basis for considering 
Dr. Spellman as a trustee, owing a duty to 
the insurer or patient, or hospital not to 
make a charge for services in the case at bar, 
for 


(1) even if a staff doctor can be said to have 
contracted with the public hospital not 
to charge any of its patients—a contract 
for the benefit of a third party—the con- 
tract in this Commonwealth is not en- 
forceable by the third party. It is a gen- 
eral rule that one who is not a party 
to the contract cannot bring an action 
on it, or defend on it, even though it be 
made for his benefit. 


Thus in New York Central R. Co. vs. 
Central Vermont Ry. Co., 243 Mass. 
56, it was expressly held that a 
stranger to a contract, though he be 
its sole beneficiary, could not main- 
tain an action at law directly against 
the promisor. 


See Williston on Contracts, Sec- 
tion 367. 


(2) furthermore, even if the doctor-patient 
relation can be regarded as a fiduciary 
relationship, and the making of a charge 
by the staff doctor considered as a 
breach, it is only the patient, and prob- 
ably the hospital, and not a stranger, 
who can complain of the breach. 


Here the patient wants the insurer to pay; he even 
testified in behalf of the doctor; the hospital wants 
the insurer to pay; and even gave Dr. Spellman 
written permission to charge in all compensation 
cases. The doctor owes no duty to the stranger, the 
insurer, and the insurer cannot benefit by any alleged 
fiduciary relationship. 

Thus, in Cavanaugh Bros. Horse Co. v. Geston, 
255 Mass. 587, a creditor not a party to a decla- 
ration of trust under seal could not sue thereon. 


It, therefore, appears that the long line of reason- 
ing used by the Board to exclude staff doctors from 
payment for actual services rendered, is without basis 
in law, and that Dr. Spellman, having rendered ade- 
quate and reasonable services in an emergency or 
for justifiable cause, is entitled to the payment of the 
$45, i. e. $30 for the operation—undoubtedly an emer- 
gency operation; and $15 for fifteen visits during 
the first two weeks (Rec. p. 1) contains a copy of 
the bill held by the Board to be reasonable—the date 
of the operation was by clerical error stated as 
March 19, 1927—it should be March 23, 1927, the 
very day of the accident). If the daily visits during 
the first two weeks cannot be supported by the emer- 
gency clause, they certainly are supported by the 
clause allowing the employee to select his own physi- 
cian during the first two weeks. The employee cer- 
tainly had the right to retain the very doctor who 


-|amputated his fingers on the case for a reasonable 


period thereafter. 

It is only a matter of common sense to retain the 
same physician on the case until a cure is effected, 
especially where the physician, as here, proves to be 
so capable. 

And it is submitted that the emregency does not 
end with the operation, but attaches to itself a rea- 
sonable amount of after care, until the danger is 
past—and with the amputation of three fingers, un- 
der the circumstances disclosed in the case at bar, 
fifteen visits at $1.00 each is a reasonable adjunct 
to the emergency operation, and is covered either 
by the emergency clause or the two weeks selection 
clause. 


CONCLUSION 

The case at bar presents a question of considerable 
importance to physicians in this Commonwealth. 
A large percentage of our better physicians are on 
the staff of the various public hospitals; and give 
their services gratis to poor patients unable to pay 
for medical services. With the advent of the Work- 
men’s Compensation Law in 1912, most of the larger 
insurance companies have established their own clin- 
ics or have become associated with private hospitals, 
and have cared for and are taking care of insured 
employees. One of the purposes of the Act was to 
make industry pay for its human wear and tear, 
and remove the yoke from the contributing public. 
The insured employee is no longer an object of pub- 





lic charity. When injured, he has a right not only 
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to a maximum of $18 weekly, but to reasonable medi- 
cal and hospital services. He is entitled to these, 
not as charity, but as a matter of right. He has 
a legal right of action for and to both. And if, be- 
cause of emergency or other justifiable cause, he is 
rushed to a public hospital, instead of to the insur- 
er’s private clinic or private hospital, he is not sud- 
denly to be changed from the protected, insured class 
to the charity class. The Act, expressly protects him 
in ordering the insurer to pay in emergency Cases, 
and makes no exception for public hospitals or staff 
doctors. 

And yet the Board, by the decision in the case at 
bar, without legal warrant, attempts to make an 
exception for staff doctors acting in the emergency, 
and yet makes no exception for the public hospital. 
It awards payments to the public hospital for room 
and board, given in the case of emergency, and ex- 
cludes from payment the surgeon who gives of his 
time, knowledge, and experience, and who, as Dr. 
Spellman did, traveled purposely from his home to 
the hospital, to perform an emergency operation. 

The doctor, if allowed to recover, will not wax 
rich. He is to be paid, not because he is on the staff, 
but because he rendered actual services; and the 
Board still retains full jurisdiction, under sections 13 
and 30 of the Act, to set his fee. 

Exceptions should not be read into plain language. 
There have been at least fourteen cases in the Su- 
preme Judicial Court involving the questions of medi- 
cal and surgical aid, and not one of them has read 
an exception into the Act. And there are no reasons 
of public policy or common sense for beginning with 
the case at bar. It would be an unwarranted denial 
of justice to say to a staff doctor, as the insurer has 
said here, in effect: 

“Dr. Spellman, you did a good job, at a rea- 
sonable price, in an emergency, and we would 
have paid you had the employee been rushed 
to your home, but seeing that you rushed from 
your home to a public hospital, the locus of the 
operation denies you payment for actual services 
rendered. The Statute does not say so, but we 
say that ought to be good law.” 


It is often well said that common sense is the basis 
of common law, as well as Statute law. The absurdi- 
ty of the contention of the insurer is apparent when 
the situation is analyzed; and it has no basis in the 
Compensation Statute or in common law. 

It is, therefore, respectfully submitted that the 
decision of the Board has no legal basis, and a de- 
cree should be entered, ordering the insurer to pay 
the $45 to Dr. Spellman, for the decree must follow 
the law, and not the decision of the Board, so far 
as any legal question is involved. 

Johnson’s Case, 242 Mass. 489 

Di Giovanni’s Case, 255 Mass. 241 

Cowden’s Case, 225 Mass. 66 

Gillard’s Case, 244 Mass. 47, at p. 55 

where the Board found against the dependents 
on a question of law (jurisdiction) and the Su- 
perior Court reversed the Board and entered a 
decree awarding compensation and was sustained 
by the Supreme Judicial Court, Rugg. C. J. say- 
ing: 


“It was the duty of the Superior Court to 
enter such decree as the law required on the 
facts found even though contrary to the de- 
cision of the Industrial Accident Board. ... 





Therefore he was entirely within hi 
function in reversing the rulings A re 
the board member and of the Industria] Pe 
cident Board as to jurisdiction.” . 
Respectfully submitted, 
SAMUEL B. Horovrrz, 


COMMONWEALTH OF MASSACHUSETTS 


Suffolk, ss. Superior Court 
No. 204812 
James Allen’s Case 
James Allen Employee 
Arthur C. Harvey Co. Employer 
Travelers Ins. Co. Insurer 
Martin H. Spellman, M.D. Physician 
DECREE ; 


This case came on to be heard at this sitting ang 
was argued by counsel, and thereupon on considera- 
tion thereof, it is ordered, adjudged and decreed that 
the claimant, Dr. Martin H. Spellman, is entitieq 
to the payment of Forty-Five Dollars ($45.00) for 
medical services rendered to James Allen, who re- 
ceived an injury on March 23, 1927, arising out of 
and in the course of his employment by the Arthur 
C. Harvey Company, which sum of Forty-Five Dollars 
($45.00) shall be paid by the insurer, the Travelers 
Insurance Company. 

(Signed) ELias B. BisuHop, 
Justice, Superior Court. 
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RECENT DEATHS 


BALCOM—Dr. Emer Irvine Batcom, of Whitins- 
ville, died at his home in that town, at the age of 
72, on July. 6, 1928. He was a native of Grafton, a 
graduate of the high school there and of the Uni- 
versity of Michigan Medical School in 1882. He was 
licensed to practice in Massachusetts in 1895. He 
is survived by two daughters and by a brother, the 
Rev. Frederick Balecom, of Somers, Conn. 





BESSE—Dr. FLorENcE OsmeR BESSE, Wife of Dr. 
Frank Adelbert Besse, a Fellow of the Massachusetts 
Medical Society, died at the Somerville Hospital, 
July 10, 1928, as the end result of a broken hip and 
mastoiditis. She was a graduate of Tufts College 
Medical School in the class of 1907 and was 50 years 
of age at the time of her death. 





HAGGERTHY—Dr. ALEXANDER C. HAGGERTHY, 
eleven times mayor of Ellsworth, Maine, died in that 
town at the age of eighty-three, July 9, 1928. He was 
born in Surry, Hancock county, Maine, in 1845 and 
was graduated from the Long Island College Hos- 
pital in 1874. Besides being mayor he served one 
term each in the Maine House of Representatives and 
Senate. 





SCHWAB—Dr. EMANUEL ScHwasp, a fellow of the 
Massachusetts Medical Society since 1879, died at 
his home in Cincinnati, Ohio, February 3, 1928 from 
myocarditis and nephritis, at the age of seventy. 
He was a graduate of the Medical College of Ohio 
in 1879 and settled at once in South Boston where 
he practiced until 1889 when he moved to Cincinnati. 
He specialized in internal medicine and was a Fel- 
low of the American Medical Association. 
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OBITUARY 
JOSEPH W. COURTNEY, M.D. 





Dr. Joseph William Courtney of 94 Bay State Road, 
Boston, died of pneumonia early in the morning, on 
June 6, after an illness of only a week. By his 
death the medical profession, not only of Boston, 
put of the country, has suffered a severe loss, as 
Dr. Courtney was one of the most eminent physi- 
cians of the country in the field of neurology. 

Dr. Courtney was born in Cambridge, Massachu- 
setts, on August 9, 1868, the son of William and 
Mary K. Courtney. He prepared for college at the 
Cambridge Latin School, and then entered Harvard 
College from which he received the degree of A.B. 
in 1890, and then at once entering the Medical 
School of Harvard University, he was graduated in 
medicine in 1893. 

Even before his graduation from the medical 
school he showed his interest in neurology by work- 
ing as a volunteer assistant in this department at 
the Boston City Hospital, and the Boston Children’s 
Hospital. Though he was never officially connected 
with the Children’s Hospital he continued the work 
there as a volunteer for a good many years. Very 
soon after graduation he was appointed to the Neuro- 
logical Staff of the Boston City Hospital, where he 
continued in that department, doing faithful and 
brilliant work, until 1909, when he resigned to ac- 
cept the position of physician-in-chief of the Depart- 
ment for Diseases of the Mind and Nervous System 
at the Carney Hospital, which he continued to hold 
until 1919. 

Dr. Courtney was also a consulting physician to 
the Newton Hospital and to the Cambridge City 
Hospital. These were the hospitals to which he 
devoted himself, but there were numerous other 
activities in connection with his profession in which 
he was engaged. He taught for a good many years 
in the Boston Polyclinic, an association of hospital 
physicians offering courses in medicine to grad- 
uates; and also in the Graduate School of Medicine 
of Harvard when it was organized, as Lecturer, and 
later Associate in Neurology from 1912 to 1920. 

Dr. Courtney was a member of numerous medical 
societies, the chief of which is the American Medi- 
cal Association, the Massachusetts Medical Society, 
the American Neurological Association, of which he 
was vice-president in 1913, the American Psycho- 
pathological Association, the New England Psychiat- 
ric Society, the Boston Society of Psychiatry and 
Neurology, of which he was secretary for a number 
of years, and later president. He was also a cor- 
responding member of the Société de Neurologie de 
Paris, an-honor not often given to American physi- 
cians. He was a member and at one time president 
of the Boston Medical History Club, and of the Rox- 
bury Clinical Record Club. Among more social or- 
ganizations he belonged to the Papyrus Club of 
Boston, the Author’s Club of London, and the Har- 
vard Club of Boston. 

Dr. Courtney aside from his medical interests was 
a profound student of French literature, and his 
proficiency in this found recognition by his ap- 
pointment to be a member of the visiting committee 
of the Department of Romance Languages and Litera- 
ture of Harvard University. 

Dr. Courtney contributed many articles to various 
medical journals, which invariably showed the work 





of a careful student and the knowledge of a master 
of his subject, and in addition a short book, intend- 
ed to be of practical help to the sufferer from ner- 
vous troubles, which he called the “Conquest of 
Nerves”, a book whose saneness and clearness are 
in marked contrast to the superficiality and faddish- 
ness of most books of this sort. 

This bald enumeration of official positions, and 
society affiliations, however, gives one only an in- 
dication of the professional activities and recogni- 
tion, which came to one who worked industriously 
and with success in the field of endeavor which he 
had chosen, and can give little or no idea of the man 
himself. This task, however, is difficult, and almost 
impossible to accomplish, and one can only hope to 
indicate some aspects of it faintly. The firm regard 
and affection with which a physician is held by his 
patients, can be learned only by glimpses of their 
feelings, which come when one meets the bene- 
ficiaries of his skill and insight, and kindness, after 
he has passed away. This affection and regard Dr. 
Courtney gained, more intensely and more widely 
than is often given to even members of the medical 
profession, whose privilege it is to enter into the 
lives of their patients, and to help them meet their 
difficulties, physical and mental, and thus gain their 
gratitude, and warm regard, and not infrequently, 
affection, perhaps to a greater degree than any other 
profession. Aside from this reward of professional 
service Dr. Courtney gained a wide spread recogni- 
tion in the medical profession as a wise and skilful 
consultant in the field of neurology, where his skill 
in diagnosis in this difficult field of medical work, 
was. well known, and in constant demand. A cer- 
tain modesty or shyness kept him from entering into 
debate and discussion, to any great extent, in medi- 
cal gatherings, but when he did rise to take part in 
the discussion his remarks were always well con- 
sidered, clear and valuable, and often added much 
to the understanding or clinching of essential points 
in the matter under discussion, or opened a fresh 
point of view of these. The effectiveness of his re- 
marks was much enhanced by the fact that his own 
point of view, when differing from that of others, 
was always courteously given, and was never stated 
in a controversial manner. Those of us, who knew 
him well, recall with pleasure his keen wit, and not 
infrequently a humorous sketch, read at a social 
gathering of physicians, in which he struck some 
foible or weakness of certain types of medical men, 
that lingers permanently in the memory; such as 
once, after a witty, somewhat satirical skit about a 
paper given before a medical gathering by a pomp- 
ous practitioner, he stated that the title of the paper 
read was “When to Wire in Fractures of the Patella”, 
adding that it might better have been called, “When 
to Wire for Me, in Cases of Fracture of the Patella.” 
The deep interest Dr. Courtney had in French litera- 
ture; which led to his appointment to the visiting 
committee at Harvard University, has already been 
mentioned. This field of culture, however, was only 
part of that in which his keen mind took delight, and 
in which his knowledge served to broaden his in- 
terests and aided in making him the charming com- 
panion of the leisure hours of his friends. A keen 
interest in art, both in painting and prints, led to 
the formation of a cultured taste in these, and a 
knowledge and appreciation of art, that indicated 
ability in this direction, which would have led to 
recognition in other fields of work had opportunity 
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been afforded him for cultivation of this talent and 
as it was, some modest attempts in this direction 
remain to show distinct artistic ability. Occasional 
verse, too, shows a touch which reminds one of that 
master of occasional verse, also a physician, of 
whom Boston is so justly proud, Oliver Wendell 
Holmes. Such varied talents, coupled with his mod- 
esty and capacity for friendship, marked a man who 
was esteemed and respected by all who knew him, 
and endeared himself in an unusual way to those 
who knew him best, and in their hearts a permanent 
picture remains that cannot fade. 

One of his verses, not often quoted, serves well to 
close this inadequate sketch of our friend, since it 
tells so well, something of his thought and feeling. 
It is entitled 


IF 
(An answer to Kipling’s poem of the same name.) 


“If I could do the things the poet sings of: 
If I could always be both wise and meek; 
And to Dame Fortune’s senseless, cruel buffets, 
If I could ever turn the other cheek; 
If I knew neither hate or lust or malice, 
Could rule my every act with iron rod; 
If I could shatter envy’s poisoned chalice, 
I wouldn’t be a man—lI’d be a God.” 
JoHN JENKS THoMAS, M.D. 


—_— 


CORRESPONDENCE 
THE LEE EPIDEMIC 








The Commonwealth of Massachusetts 
Department of Public Health 
George H. Bigelow, M.D., Commissioner 


July 13, 1928. 
Editor, NEw ENGLAND JOURNAL OF MEDICINE, 
Dear Editor: 

In view of the seriousness of the Lee epidemic and 
of the great interest that it has aroused, I feel that 
it is desirable to present to the physicians of the 
State a brief description of the symptoms and com- 
plications of septic sore throat. They are as fol- 
lows: 


First Stage. 


The onset is sudden and often accompanied by 
severe headache and grippy pains, chilliness or rigor. 
There is sometimes nausea, less frequently vomiting. 
The temperature is usually high and may reach 
105°. Prostration is extreme. There is a diffuse 
congestion of the throat spreading over the tonsils 
and pharynx. Small discrete patches, white at first, 
later becoming yellowish, appear on the tonsils and 
pharynx and sometimes on the fauces and uvula. 
The deeper tissues are affected and edema is gener- 
ally present. These patches may extend, coalesce 
and resemble a diphtheritic membrane. The leuco- 
cytes are increased and the pulse is relatively slow. 
The first stage lasts usually from three to five days 
leaving the patient with a feeling of weakness and 
lassitude. 

The earliest complications are peritonsillar ab- 
scesses and enlarged and tender cervical lymph nodes. 
Some cases develop otitis media. 


Second Stage. 

Within a week to two weeks the soreness of the 
throat may increase with marked swelling of the 
tonsils and cervical glands. The following compli- 








cations may appear: arthritis and rheumatic 

an erysipelas-like eruption, sometimes purp 
nephritis, pericarditis or endocarditis, pleuritis and 
broncho-pneumonia, rarely meningitis, and finally ip 
the most severe cases peritonitis and septicemia, The 
most frequent causes of death are septicemia, pney. 
monia, endocarditis and peritonitis. The disease 
attacks more females than males. 

In children and young people the disease is usually 
mild, but is more severe as the age advances and the 
great majority of deaths usually occur after the age 
of 45. Secondary cases are few. 

The physicians of the State are reminded that 
this disease is reportable and it is earnestly hoped 
that all physicians having in their practices any 
cases of illness showing these symptoms will not 
only report the cases to the State Department of 
Public Health, but will also send to the bacteriolog. 
ical laboratory of this Department cultures taken 
from these patients. 

The outfits for diphtheria cultures may be used 
and it is requested that not only the culture tubes 
but that the swabs be sent to the laboratory. Along 
with these cultures and swabs there should be a 
memorandum stating the name, age and residence of 
the patient with information concerning which, if 
any, towns the patients had visited within a period 
of seven days. 

Should any case of septic sore throat occur among 
milk handlers, particularly in dairies or in distribut- 
ing stations, the physician should immediately notify 
the local board of health. 


Yours truly, 


GrorRGE H. BIGELOw, 
Commissioner of Public Health. 





LOWELL CANCER CLINIC 


The Commonwealth of Massachusetts 
Department of Public Health 


State House, Boston, July 5, 1928. 
Editor, N. E. JOURNAL OF MEDICINE: 


Enclosed is a copy of a report of the first year 
of the Lowell Cancer Clinic sent me recently by Dr. 
Martin. Due largely to his personal painstaking 
interest and the codperation of the lay committee 
a notable piece of work was performed, and I would 
be glad to see it recognized by publication in your 
JOURNAL, if you see fit. 

Cordially yours, 
GrorGE H. BIGELow, M.D., 
Commissioner of Public Health. 





THE REPORT OF THE LOWELL CANCER CLINIC SUBMITTED 
TO THE STATE DEPARTMENT OF PUBLIC HEALTH 


The Lowell Clinic was opened at the Lowell Gen- 
eral Hospital, the last Friday in May, 1927, and a 
clinic has been held every Friday forenoon since 
then. 

686 patients have presented themselves for exami- 
nation. 

Of these, 48 had operable cancer, with a chance 
for cure; 1 had a palliative operation advised; 25 
had inoperable cancer; 9 had precancerous condi- 
tions; 4 were post-operative cases, with no evidence 
of recurrence. 

There were 82 benign tumors; there were 70 cases 
deferred and advised to report again; 19 were per- 
fectly normal and 428 had other conditions. 
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The patients reported that they were induced to 
come to our clinic— 

73 by physicians 
8 by nurses 

44 by friends and relatives 
5 by social worker 

11 by clergymen 

10 by pamphlets and lectures 
7 unknown 

112 miscellaneous 

416 by newspaper items. 


The patients were disposed of as follows: 
2 sent to Pondville 

71 sent to Lowell hospitals 
3 sent to other institutions 

118 sent to local physicians 

17 sent to clinic 

475 were discharged as needing no care in our 
special line. 

The Lowell Clinic has been fortunate in the self- 
sacrificing spirit shown by its staff members, all men 
who have had wide experience in hospital and special 
work, and who were selected from the personnel of 
the three Lowell hospitals. 

Our Lay Cancer Auxiliary has devoted much time 
and energy to our problems, and has rendered much 
aid in our publicity campaign. During Cancer Week 
they were instrumental in putting on a play, “What 
Father Had,” in the High School Hall. This was 
listened to by 2500 people, and contained some im- 
pressive lessons. 

Too much praise cannot be given to our local news- 
papers, who have given of their space and interest 
most generously. 

We feel that our work has been worth while. We 
have saved some by getting them in early stages, and 
we have perhaps done fully as much good by reliev- 
ing the fears of the many who had no serious trouble. 

We are starting our second year with continued 
interest. 
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NEWS ITEMS 


THE RESIGNATION OF DR. G. P. GRABFIELD 
AS MEDICAL DIRECTOR OF THE BOSTON 
OFFICE OF THE LIFE EXTENSION INSTITUTE 


Dr. G. P. Grabfield terminated his services as Medi- 
cal Director of the Boston Office of the Life Exten- 
sion Institute July 15, 1928. 





THE WINNERS OF THE HEALTH PHOTO- 
GRAPH CONTEST ARRANGED BY THE MASSA- 
CHUSETTS TUBERCULOSIS LEAGUE —The win- 
ners in the Health Photograph Contest were an- 
nounced recently following the meeting of the judges. 
The first prize was awarded to Constance Freeman 
of the Hardy School, Arlington; the second to the 
Field School, Leominster; and the third to Grade 4 
of the Union School, Bedford. Five honorable men- 
tion awards were made to Grade 6, St. Stanislaus 
School, Chelsea; Mildred Meader, Grade 2, Riverdale 
School, West Springfield; Grade 6, Emerson School, 
South Boston; the Collinsville School, Dracut; and 
Grade 5, St. Mary’s School, New Bedford. 

As one feature of its health education program 
this year, the Massachusetts Tuberculosis League has 
carried on the Health Photograph Contest. More 


individual pupils in the state. The photographs were 
camera pictures of a health story, illustrating such 
subjects as sleep, ventilation of rooms, good posture, 
drinking of milk, etc. 

Dr. Randall Clifford of the Boston Tuberculosis 
Association, Mr. Ralph Osborne of the Young Men’s 
Christian Union and Mr. Leonard Ware of the Boston 
Herald served as judges for the contest. 





DR. RASKIN GOES ABROAD—Dr. N. Raskin of 
Taunton State Hospital is going abroad for a post 
graduate study in neurology. She will study in Paris 


and Vienna. 
fe ele 


NOTICES 
A CORRECTION 





Dr. John Rock, the author of the paper under the 
title of “The Problem of Sterility,” published in the 
issue of July 12 was given the designation of F. A. 
Cc. S. In preparing the reference to titles of authors 
it was found that another Dr. John Rock is a mem- 
ber of the American College of Surgeons and the 
error was due to this fact. 

We apologize to our contributor although we are 
sure that he has all the qualifications which ought 
to lead to membership in this organization. 





CHANGES OF ADDRESS 


Dr. James S. Stone has moved his office to 264 Bea- 
con Street, Boston. 

Dr. Frederick A. Webster has moved his office to 
27 Broadway, Beverly. 

Dr. A. Eugene Messier has moved from 303 Park 
Building, Worcester, to 435 Slater Building, Worces- 
ter. Practice limited to eye, ear, nose and throat. 





DIAGNOSIS AND TREATMENT OF CANCER 


The Institute of Cancer of the Faculty of Medicine 
of Paris has filed a schedule of courses dealing with 
the diagnosis and treatment of cancer which may be 
seen at this office by anyone interested. 





POST-GRADUATE COURSES IN BERLIN 


There is in the office of the JouRNAL a circular 
issued by the Kaiserin Friedrich-Stiftung Fir Das © 
Arztliche Fortbildungswesen (Kaiserin Friedrich- 
Haus) giving some details of post-graduate courses 
in Medicine. Anyone interested can examine this 
circular. 
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REPORT AND NOTICE OF 
MEETINGS 


NORTH SHORE MEDICAL FRATERNITY 


Dr. I. R. Jankelson, of Boston, addressed the mem- 
bers of the North Shore Medical Fraternity June 
28th, on “Gastric Hemorrhage and its Causes.”. 

Plans for the annual outing were discussed, which 
will take place the latter part of this month. 





AMERICAN ELECTROTHERAPEUTIC 
ASSOCIATION 


The Thirty-eighth Annual Meeting of the Ameri- 
can Electrotherapeutic Association is to be held Sep- 
tember 10th-14th, at the Hotel Statler, Boston, Massa- 
chusetts. The program of the meeting includes 





than 250 pictures were submitted by schools and 


papers and Committee Reports regarding all phases 
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of Physical Therapy, both from the standpoint of 
research as well as of clinical application. Two days 
will be devoted to visiting physical therapy clinics 
in Boston institutions and also to a visit to the plant 
of the General Electric Company in West Lynn. 
There will be also a large technical exhibit demon- 
strating new apparatus and accessories. All legally 
licensed physicians are welcome, and programs can 
be obtained by addressing the Secretary, Dr. Richard 
Kovacs, 223 East 68th Street, New York. 
= 


SOCIETY MEETINGS 


September 10-14—American Electrotherapeutic Associa- 
tion. Complete notice appears on page 165 


October 15-19—Interstate Post Graduate Association. 
Complete notice on page 1025, issue of June 28. 


December 3-7—Radiological Society Convention. De- 
tailed notice appears on page 712, issue of May 17. 


BOOK REVIEWS 


The Abdominal Surgery of Children. By L. E. 
BARRINGTON WARD. 











This publication of the Oxford University Press is 
a very concise and well written book. It takes up in 
very complete and yet not too detailed manner the 
various abdominal conditions of Infancy and Child- 
hood that may require surgical intervention. Of 
especial value is the author’s presentation of the 
differential diagnoses and also his pre-operative and 
post-operative care. A brief description of the sur- 
gical technique is given which is of value to the 
general surgeon, but the book as a whole would be of 
great value to the Pediatrician as well as the Sur- 
geon. His description of the more common abdom- 
inal conditions is complete and not too much space 
is given to the rare abnormalities and congenital de- 
fects. His views are sound and the book should be 
worth owning by all who have to do with children, 
either as Pediatrician, Surgeon or indeed the general 
Practitioner. 

In the author’s preface the following paragraph 
is worth quoting—‘“The differences between disease 
in the child and disease in the adult are gaining 
acceptance in increasing number. I believe that the 
distinction holds equally for the surgical diseases of 
the abdomen. In no department of medicine has 
greater progress been made within recent years. 
The adult may safely be treated as a child, but the 
converse can lead to disaster’. 





“Arbeiten tiber Tropenkrankheiten und deren Greue- 
gebiete”’ Bernard Nocht. Hamburgische Universi- 
tat. 1927. 


This large volume was published as a tribute to 
Bernard Nocht on his seventieth birthday. It con- 
tains nearly a hundred original contributions from 
‘his friends or former pupils. Most of the articles 
are in German but a few have been printed in Eng- 
lish, French or Spanish. Comparatively few of the 
papers are of great importance for the practitioner 
of general medicine in the North, but several should 
interest him. Among such may be mentioned Man- 
son-Bahr’s paper on “Fever of the Undulant Type in 
England”, etc.; Mollow’s studies of the gastric se- 
cretions and the blood in pellagra; Plehn on the 
increased knowledge of malaria resulting from the 
modern treatment of metasyphilis; and Popow and 
Zeiss on black-water fever in Russia. 

Ochoterena on onchocerca in Mexico; Miihlens on 





a 
the pathology of Venezuela and Central America: 
Meleney on the effect of splenectomy upon the 
course of recurrent fever in squirrels; Maagy’ medi- 
cal observations at Bolahun in Northern Liberia: 
Mayer and Kikuth on verruga peruviana and oroyag 
fever; and S. P. James’ studies of anopheles infecteg 
with P. vivax are among the important contributions 
to tropical medicine. 


An adequate review of so many important papers 
would be too long for publication here. 





Studies in the Psychology of Sex: Vol. VII. Eonism 
and Other Studies. By HAvELocK ELLIs. Published 
by F. A. Davis Company, Philadelphia. 538 pp. 


In Volume VII of the Studies in the Psychology of 
Sex, Havelock Ellis has gathered together “essays 
and fragments left over from the main volumes be- 
cause dealing with subjects which had not yet as. 
sumed sufficient importance or taken clear and 
definite shape; and in still larger part of studies that 
are by-products of my investigation, lying on the 
borderland of the field of sex, partly in and partly 
out of it, but suitable to discuss here because here 
we are able to attempt to determine their precise 
sexual aspects.” 


These essays deal with rather diverse subjects, 
yet most of them are concerned with some form of 
deviation of the sexual impulse. 

The chapter on Eonism treats of the desire to 
adopt the dress of the opposite sex. Chapter II, on 
the doctrine of erogenic zones, is an attempt to prove 
that these zones constitute an important part of 
the normal sexual process. Chapter III, the history 
of Florrie and the mechanism of sexual deviation, 
is an intensive study of the development and sub- 
sidence of an abnormal sexual process in one case. 
In chapter IV Ellis gives evidence to substantiate 
the theory already put forward by Dr. Marie Stopes, 
that in woman there is a peak of sexual desire at 
about the time of catamenia, and a secondary peak 
midway. between periods. Chapter V is a study of a 
series of one hundred dreams, many of which con- 
cern the phenomenon of vesical psychology. Chapter 
VI deals with Narcissism; chapter VII with Undin- 
ism; chapter VIII with Kleptolagnia, and chapter 
IX with the history of marriage. 

The studies in the Psychology of sex are too well 
known to require description. Volume VII, while not 
so fundamental as certain of the other volumes, is 
no less important for students of this field of 
psychology. 





The Mind of the Growing Child. By Viscountess 
ERLEIGH. Oxford University Press, N. Y. Pp. 229. 


On the whole, this volume strikes the reviewer as 
just another volume on the child’s mind. Perhaps 
if he could forget the steady stream of such volumes 
he has read, it would seem more useful. The editor 
has assembled, rather uncritically, a series of talks 
given to “educated mothers”. It is entirely possible 
that the audiences profited greatly by hearing them. 
On the other hand, there is, quite properly, very lit- 
tle medical information to be gained by their perusal. 





The JouRNAL does not publish the price of books 
received for review because of Postal regulations. 
Requests for this information addressed to the 
JOURNAL Office will receive early attention. 
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